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“,..a potent antihemorrhagic factor’’* 


in use in more than 2500 hospitals 


» 


 Adrenosem contre: capilicry bleeding and oozing 
by acting directly on the wolls of the blood vessels. 
lt decreases permeobility. 


This uniqas Hemostat does not alter blood com- 
yonerits, Hor does it affect cardiac rate or volume. 
Useful both prophylacticaily and therapevtically, 
aoteble for ao high index of therapeutic 
safety, Supplied in ompuls, tablets and os o syrup. 


indicated in posfoperotive bleeding associated with: 
Tonsillectomy, edencidectomy onc nasopheryna« surgery 
Prostanc and bladder surgery 
Uterine bleeding 
Postpartum hemorrhage 
Dental surgery 
Chest surgery and chronic pulmonary bleeding 
Algo: idiopathic purpura 
Retinal hemorrhage 
Foarmilial 
Epistanix 


Hematurio 


SALICYLATE 


(BRAND OF CARBAZOCHROME SALICYLATE) 


THE S. E. MASSENGILL COMPANY, Bristol, Tennessee 


The unique systemic hemostat a: re 0 S 
7 Send for detailed literature 
| 


SPERSOIDS*: 
Dispersible Powder 
50 mg. per teaspoonful (3.0 Gm.) 


PEDIATRIC DROPS: Cherry favor, !NTRAVENOUS: 500 mg., 250 mg. 100 mg. 
Approx. 25 mg. per 5 drops. 
Graduated dropper. 


TETRACYCLINE LEDERLE 


OPHTHALMIC 
OINTMENT (1%) 
EAR SOLUTION (0.5%) 


Cherry flavor. 
250 mg. per 5 cc. teaspoonful. CAPSULES: 250 mg., 100 mg., 50 mg. 


TABLETS: 
250 mg.. 100 mg.. 50 mg. 


the one complete line of tetracycline for hospitals 


AcHROMYCIN is the only brand of tetracycline available in all these 
dosage forms—forms to satisfy practically any medical requirement. 


In any form, ACHROMYCIN provides true broad-spectrum activity 
with relative freedom from untoward side reactions. It is more 
diffusible, more soluble, more stable. It promptly controls a wide 
variety of infections including those caused by Gram-positive 
and Gram-negative bacteria, rickettsia, and certain virus-like and 
protozoan organisms. 

Remember—when the call is for ‘“‘tetracycline,” there’s ‘an 
ACHROMYCIN dosage form to use! Simplify your tetracycline pur- 
chases— just stock ACHROMYCIN. 


ents. PAT. OFF. 


LEDERLE LABORATORIES DIVISION wearer Goanamid coum PEARL RIVER, NEW YORK 
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LOTYCIN DROPS 


(BRYTHROMYCIN, LILLY) ETHYL CARBONATE 


another reason to with an unexcelled antibiotic spectrum 


yder @ Appeals to the physician for its effectiveness and safety 
* Appeals to the nurse and mother for its convenience in administration 


@ Appeals to baby for its taste-tested flavor 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S. A. 
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DIRECT READING 
BULB THERMOMETER . 


FIVE-DAY VISIBLE 
WATER SUPPLY 


DIRECT READING 
HUMIDITY INDICATOR 


NEBULIZER PORT 
AND BRACKET FOR 
NEBULIZER ACCESSORY 


‘*RADIANT BASEBOARD’ 
ON 4 SIDES FOR HEAT, 
HUMIDITY & OXYGEN 


OXYGEN NIPPLE 
TO HEATING AND 
HUMIDIFYING WELL 


FULL WIDTH FREE 
ACCESS DOOR TO 
SERVICE INFANT 
(FREEHAND MODEL) 


SEPARATE HEATING 
AND HUMIDIFYING 
WELL 


DIRECT CALIBRATED 
TEMPERATURE CON- 
TROL PLUS EXTRA 

SAFETY THERMOSTAT 


SEPARATE STEEL BASE 
& CONDUCTIVE CASTERS 


A Brochure detailing all advanced design and 
functional features, or a complete demonstra- 
tion right in your hospital, is yours for the- 
asking. Write or wire E& J, Dept. 5412-8H, ot 
the address below. . 


and GOOD NEWS 


FOR ALL BUYERS who like the rock-bottom prices! 
FOR ALL NURSES who like the many time-saving conveniences in use! 


FOR ALL PEDIATRICIANS who like the close control of temperature, humidity 
and oxygen concentrations! 


FOR ALL ADMINISTRATORS who prefer to keep sales and service on the 
local level through their Hospital Supply Dealer. 


the NEW name in Incubators! E Py J MANUFACTURING COMPANY 


100 East Graham Place * Burbank, California 
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"32-quart size” rubber gloves 


bes picture shows a B. F. Goodrich 


love inflated with 32-quarts of 
water— demonstrating the strength and 
stretch built into B. F. Goodrich gloves. 
Other tests prove that even after many 
sterilizations none of this strength or 
stretch islost. That’s why B. F. Goodrich 
gloves outlast ordinary gloves—and, 
therefore, cost you less! © 
To save time in sorting, B. F. Goodrich 
gloves have sizes marked in colors. 
Colors won't wear off or fade. The 
numerals are extra large and easy to see 
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even when the wrist is turned back and 
the glove is powdered. B. F. Goodrich 
gloves have long wrists and come in 
white or brown; smooth or “‘cutinized”’. 
Sizes 6 - 10. 

“Special purpose’ gloves for doctors 
who are allergic to ordinary rubber are 
just as thin as all other B. F. Goodrich 
gloves. They have red cuff rolls for 
easy identification. Sizes 6% to 9% are 
marked in color. 

Examination gloves (short wrists) come 
in sizes 7 to 9. Order B. F. Goodrich 


surgeons’ gloves from your surgical or 
hospital supply dealer or write: The 
B. F. Goodrich Co., Sundries Sales Dept., 
Akron, Ohio. 


“MILLER” BRAND 


B.E Goodrich 


INDUSTRIAL PRODUCTS 
DIVISION 
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hospital 


AS DETERMINED, NOTICE OF YOUR ANNUAL MEETING, AT WHICH OFFICERS 
ane ELECTED, SHOULD SE MAILED TO DEPT. AH, 18 E. DIVISION, CHICAGO 10 


AMERICAN HOSPITAL ASSOCIATION 


Annual Convention of the American Hospi- 
tal Association—September 19-22; Atlan- 
tic City (Traymore Hote!) 


Midyear Conference for Presidents and Sec- 
retaries of State Hospital Associations— 
February 4-5, 1955; Chicago [Palmer 
House). 


REGIONAL MEETINGS 
(NEXT 12 MONTHS) 
Association’ of Western Hospitals—April 
25-28: Son Francisco (Civic Auditorium). 
Carolinas-Virginias Hospital Conference— 
April 21-22; Roanoke (Hotel Roanoke) 


Maryland-D. C.- Delaware — Nov. 7-9: 
Washington, D. C. (Shoreham Hotel}. 


POSITIVE SAFETY 
-PURITY-PROTECTION 
EASY OPERATION and 
ECONOMICAL USE 
OF CONTENTS 


Hore are. the Q ipporting 
Larde: 


This Puritan flush type valve is 
especially designed to dispense 
Gases that liquefy under pressure... 


It is completely leakproof 
because the valve contains no 
packing and therefore requires 
“no adjustment. This also as- 
sures complete purity since no 
packing or lubricant comes in 
contact with the contents. 


-In addition, this Puritan valve 
opens or closes quickly and 
easily with just one complete 
turn of the hand wheel. Users 
of Puritan Maid anesthetic gases 
thereby realize a more economi- 
cal use of the contents. 


with flush type : 
valvés purchased 
anuary, 1953, 

have been 
INDEXED in accordance 


URITAN 


monessen Gas Conponanon 
RODUCERS OF MEDICAL GASES 


Middle Atlantic Hospital Assembly—May 
25-27; Atiantic City (Convention Holl). 
Mid-West Hospital Association—April 27- 
Kansas City (President) 
New England Hospital Assembly—March 

28-30; Boston (Hotel Statler}. 
Southeastern Hospital Conference—April 
20-22; Atlanta (Atlanta-Biltmore). 
Tri-State Hospita! Assembly—May 2-5; Chi- 
cago {Palmer House). 
Upper Midwest Hospital Conference—May 
11-13; Minneapolis (Nicollet) 


STATE MEETINGS 
(NEXT SIX MONTHS) 


Alabama—Jan. 13-14; Birmingham (Hotel 
Tutwiler). 

Alaska—June 8-10; Fairbanks. (Nordale 
Hotel). 

Alberto—June 13; Banff (Schoo! of Fine 
Arts). 

Arkansas—Moay 23-24; Little Rock (Marion 
Hotel}. 

Georgio—Feb. 24-25; Augusta (Bon Air 
Hotel). 

lowa—April 21; Des Moines (Savery Hotel). 

Kentucky—April 12-14; Louisville (Seelbach 
Hotel). 

Louisiana—April 28-29; Shreveport (Cap- 
tain Shreve Hotel). 

Maritime (Canada)—Jurie 1955, St! An- 
drews, N. B. (Algonquin Hotel). 

Massachusetts May 25; Boston [Hotel 
Statler). 

New Jersey—May 25-27; Atlantic City 
{Convention Hall). 


- New Mexico — Mar. 24-26; Albuquerque 


(Hilton Hotel). 

New York—May 25-27; Atlantic City (Con- 
vention Hall). 

Ohio—March 7-10; Cincinnati (Netherland- 
Plaza Hotel). 


Pennsylvania—May 25-27; Atlantic City 


(Convention Hall). | 

S. Carolina—Jan. 21; Columbia (Wade 
Hampton Hotel). 

Tennessee—May 19-22; Chattanooga [Read 
House}. 

Texas—April 12-14; Houston (Shamrock 
Hotel). 

Wisconsin—March Milwaukee (Hotel 
Schroeder}. 


OTHER MEETINGS 
(NEXT 12 MONTHS) 


American Protestant Hospital Association— 
February 9-11; Chicago (Palmer House) 

Canadian Hospital Association—May 9-1/1; 
Ottawa (Chateau Laurier) 

Catholic Hospital Association—May 16-19: 
St. Louis (Kiel Auditorium) 


AHA INSTITUTES 
(NEXT 12 MONTHS) 


Institute on Central Service Administration 
—January 17-20; Los Angeles {Ambos- 
sador) 


Institute for Nurse Anesthetists—January 24- 
28; Portland, Ore. (Multnomah Hotel) 
Institute on Operating Room Administra- 
tion Services—February 7-10; Tulsa, Okla. 
{Mayo Hotel} 
(Continued on page 160) 
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FOR NEXT PATIENT 


Blickman stainless steel equipment with seamless, round-corner 
construction, speeds service in Hydrotherapy Department 


@ This stainless steel underwater treatment ‘tank can be thoroughly cleaned and 
made ready for the next patient in a matter of minutes. All surfaces are smooth and 
continuous. There are no seams, crevices or joints of any kind. The highly polished 
stainless steel reduces adhesion of dirt and grime. Cleaning takes far less time and 
effort, because all corners and intersections are fully rounded. Complete asepsis is 
attained with a minimum of labor. This means that you save money every day you 
use this long-lasting unit. That's why so many leading hospitals have standardized 
upon Blickman-Built hydrotherapy and physiotherapy equipment in sanitary stain- 
less steel. We invite you, too, to investigate and compare, before you buy. 


ABBOTT Model I-Beam Hoist of all 
stainless steel remains free of rust a 
and corrosion, no matter how much 
hot, moist steam arises from the 


hydrotherapy tank. 
HOT SPRINGS Model Underwater 


‘Treatment Tank—as used in 
St. Mary’s Hospital, E. St. Louis, Ill. 
Designed for ready access to all . 
parts of patient's body. After each 
treatment, tank is drained, scrubbed 
and brushed with surgical soap. a 
Cleaning is easy because of the 
polished stainless steel surfaces and 
the round-corner construction. Aer- 
ators circulate water through pres- 
-~sure action, not by electrical means. 
Danger of shock is eliminated. 


Below, left to right: HARVEY Model 
Stainless Steel Arm Bath permits 
patients to tolerate higher water 
temperatures as air is introduced 

to give swirling motion. RADCLIFFE 
Model stainless steel leg bath pro- 
vides a whirlpool action proved WW 
efficacious in treating local areas 

to stimulate circulation. 


OTHER BLICKMAN-BUILT AND 
PHYSIOTHERAPY UNITS IN STAINLESS STEEL 
Sitz Baths @ Foot Baths ©@ Electric Bath Cabinets 
Straddie Stands @ Contrast leg and Arm Beths 
Flow Tubs @ Fomentation Sinks © Control Tables 
Showers @ Irrigation, Shampoo and Pack Tables 
Utility Stands @© Hampers @ Chairs © Stools 


S. Blickman, Inc., 3801 Gregory Ave., Weehawken, N. J. - 


Send for Catalog 6-HYC 
describing and illustreting more 
| than 40 different items of stainless 
| steel equipment for Hydrotherapy 


You are welcome to our exhibit at the Association of Operating Room Nurses Convention, Hotel Jefferson, St. Louis, Mo., Booths - 
27-28, January 24-27, 1955. 
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PRESIDENT 
Frank R. Bradley, M.D., Barnes Hospital, St. Louis 10 


PRESIDENT-ELECT 
Ray E. Brown, University of Chicago Clinics, Chicago 37 


PAST PRESIDENT 
Ritz E. Heerman, California Hospital, Los Angeles 15 


TREASURER 
John N. Hatfield, Passavant Memorial Hospital, Chicago 11. 


Board of Trustees 


Frank R. Bradley, M.D., ex officio (president) 
Ray E. Brown, ex officio (president-elect) 

H. M. Coon, M.D., University Hospitals, Madison 6 
John N. Hatfield, ex offico (treasurer) 


Ritz E. Heerman, ex officio (past president) 
C. C. Hillman. M.D., Jackson Memorial Hospital, Miami 36 
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Mi hi Hospital Service, Detroit 26 

illiam S. McNary, chigan 
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ospital, Wauseon, Ohio 


Rt. Rev. Msgr. George Lewis Smith, Director of Catholic Hospitals, 
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Tol Terrell, Shannon West Texas Memorial Hospital, San ee 

J. Gilbert Turner, M.D., Royal Victoria Hospital, Montreal 2 


Committee on Coordination of Activities 

Frank R. ~ chairman 
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Stuart K. Hummel, Columbia ‘Hospital, wau omy 
Abraham Oseroff, Hospital Service Associati of Pittsburgh. 
Pittsburgh 19 

Oliver G. Pratt, Rhode Island Hospital, Providence 2 

Albert W. Snoke, M.D., Grace-New Haven Hospital, New Haven 4 

Mrs. Cecil D. Snyder Kenosha Hospital, Kenosha, ‘ 

Lucius R. Wilson, M.D., Episcopal Hospital, Philadelphia 25 


Council on Administrative Practice 
Gaver G. Pratt, chairman 
Aita, San 


Antonio Communi Untens. Calif. 
Donsid W. Cordes, Iowa Methodist Moines 14 


wae Dixon, M.D., Department of ubile Health, Philadel- 
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R. Stull, University of California He San 
for Cancer and 


Richard D. Vanderwarker, Memorial 
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Ann 8. Friend, secretary, 18 E. Division St., Chicago 10 


, New Yor 


Council on Association Services 

ubert ughes, General Rose Memorial 
J. Harold Johnston, New Jersey Hospital irrenton 
Mrs. Irene McCabe, Missouri Hospital Association, St! Lou 
A. C. McGugan. M.D., University of Alberta Hospital, _ 
S. A. gs le Waverly Hillis Tuberculosis Sanatorium, Waverly 


Hi 
Ww. W. Stadel M.D., San Diego County General Hospital, San 
J. Stanley Turk, Ohio Valley General Hospital, W. Va. 
Brig. ood, R.N., William Booth Memorial 


Council on Government Relations 


Lucius R. Wilson, M.D.,. chairman 
Ted Bowen, Methodist Hospi Houston 25 


A. F. Branton, M.D., Baroness tanger Hospital, Chattanooga 3 
nive 


J. Douglas Colman, ‘Johns Hopkins Baltimore 5 
Edison Dick, Passavant Sdemerte; Hospital, Chi 11 

Hal G. bgt Bishop Clarkson Memorial Hospital, Omaha 5 
Lester E. Richwagen, Fietcher Hospital, Burlington, Vt. 

Rt. Rev. “Msgr. Charles A. Diocesan Director of Hospitals. 


Clangete onnacott, Latter-Day Saints Hospital, Salt Lake 


Building, 1 Ave., N.W., 


Council on Hospital Planning and Plant Operation 
Frank S. Groner, chairman 


St. Joseph Infirmary, Louisville 8 
Clement C. Cla ye M.D., Hospital Council of Greater New York, 


New York 
bert USA, Armed Forces Institute 


Univers versity Hospitals, Cleveland 
er ve € 
E. D. Rosenfe id, d Jewish Hospital, Hyde 


“Lowell General Hospital, Lowell 
D., Hunterdon Medical Center, Fleming- 


B. Wilson, University He H Jackson 5, 
Ciifford W Wolfe, secretary, 1 St., Chicago 10 


Council on Prepayment Pians and Hospital Reimbursement 
>. M.D., chairman 


Vv Edmund J. Goebel, dir. hosps., Archdiocese of 


Milwaukee 12 

Ralph J. Hromadka, Santa Monica H ital, Santa 
J. Mohler, Missouri tal, Louis 4 
James P. Rich hafdson. Pres 
C. Rufus Ro 
clyde Baptist Hospital, Birmingham 11 

e L. Pp rm 
R. K. Swanson, Swedish ital, Minneapolis 4 


Edward 4° Warren, Hospital, Greenwich, 


James R. Neely, secretary, 18 E. Division St., Chicago 


Council on Professional Practice 


Albert W. Snoke, M.D., 

Rev. Hecto ri L. Bertrand, SJ., Comité des Hépitaux du Québec, 
ontrea 

Lawrence J. a Genesee Hospital, Rochester 7 

Robe R. Cadmus, M.D., North Carolina Memorial Hospital, 


; art M.D., Hartford Hospital, Hartford 15 
Frederick T. Hill, tOnLD. Thayer Hospital, Waterville, Maine 


5 
Charles U. Letourneau, M.D., secretary, ¥ E. Division St., Chi- 


Committee on Hospital Auxiliaries 


Mrs. th, vice chairman, Seattle General Hospital; 
e4 


Bang, C. Baldwin, University Hospitals of Cleveland, Cleve- 
N. Blodgett, New England Medical Center, Bos- 


ee John. D. Brockway, Hospital of the Good Shepherd, Syra- 


Mrs. George Hartford Hospital, 
Mrs. James lowa Methodist H Blank 


Memorial Hospital for Children, Des a 14 
Mrs. Norman J. Kauffmann, Touro Infirmary, New Orleans 15 
Mrs. A. C. Rood, Presbyterian Hospital Center, Albuquerque 
— Arthur B. Slack, Luke's Hospital, Denver 10 
Alfred H. Taylor, Evanston Hospital, Evanston, Il 
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Elizabeth 3. Sanborn, secretary, 18 E. Division St., Chicago 10 


Biue Cross Commission 


Abraham Oseroff, chairman 

Robert Drone, Blue Cross Plan for Hospital 

Carl M. L Met er, freasu rer, Hospital Service Corporation of West- 
ern New Yor 

Kenneth B. Babcock, M.D.. Joint Commission on Accreditation of 

Rt. Chicago 1 Barrett, director of Catholi tals, 

Archdiocese of Chicago, Chicago a 
M. Calvin, Minnesota Hospital Service Association, St. 


Frank F. Di Northwest H Portland 7 

Chafles Garside, Associated Hospital York, Mew 

Roger W. Hardy, Massachusetts tal Service, Boston 

John R. ce Association, Enatta- 

Basil C r of Hospitals, New York 
City Department H "York 3 

Elmer ester Group Hospital Service, St. Louis 8 

James E. Stuart Corporation. Cincinnati 

D. Lane Tynes Pian, 

Ruth 2 ae Wilson, Maritime Hospital 

Richard M. Jones, director, 425 N. Michigan Ave., Chicago 11 


Executive Staff 

Edwin L. Crotty. M.D., director — 
Maurice J. Norby. deputy director 
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! AFTER 5 YEARS OF RESEARCH 
0 NEW ODOR-FREE 


MADE OF FIBERGLASS AND MELAMINE 
| 


Fiber-giass fused with melamine .. . gives you 

a new tray with unsurpassed qualities of durability 
and strength. There’s no other tray like it on 

the market . . . and remember, only Bolta has it! 


Laminated for extra strength . . . it's super-tough 
Géaranteed odor-free in dishwasher 
ss Wil not shred or wear out at edges 

Higher heat-distortion point than any other tray 


| ‘Steel-strong edges, without the use of heavy steel reinforcement 
ss Resists heat, cigarette burns, food acids, fruit juices, and sicohol | 
Wil not warp, split or stain | 
Comes in distinguished “Cracked Ice” pattern | 
14" 18", 15" x 20° | 
3 PRODUCTS 
Yes, it's the newest of the new... with a beauty — LAWRENCE, MASSACHUSETTS 


all its own. Specify Bolta’s new STERILITE Tray, Fie 
the only tray made of fider-giass and melamine. ee 


JANUARY 1955, VOL. 29 


* 
- 
at 
~ 
SS 

} 
jf 


You can depend on your American 
Laundry Consultant's advice 
in your selection of equipment | 

from the complete American 
Line. Backed by our 86 years’ 
experience in planning and 
equipping laundries, he can 
help solve your production 
problems. Ask for his specialized 
assistance anytime ... 


no obligation. 


Hospital 


World's Largest, | 
Most Complete Line of Laundry 


and Dry Cleaning Equipment 


merican 


The American Laundry Machinery Company + Cincinnati 12, Ohio 
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Continuous Conditioning Tumbier. 


Heart of the Operation. From Rotaire Tumbler, con- Finishing Up. Type 4-FS Trumatic Folder automati- 
ditioned large flatwork goes by Conveyor to Sager . . -— and rapidty foids large linens as they come from . 
Spreader. Here pieces are opened and straightened the Super. Sylon troner 


automatically for fast feeding to 8-Roll Super-Sylon 
ironer. Conveyor at extreme right takes small flatwork 
to another Conveyor running across ironer front. 


ups laundry output 153% 


BIGGEST FACTOR: New American mechanized 
flatwork ironing! 


With American Mechanized Flatwork Ironing, tion 153%, and released an extra shift of seven 
production increases because work-flow is contin- operators. With work better organized and far 
uous. Flatwork is heat- and moisture-conditioned, less fatiguing, operator morale has reached a 
then conveyed to ironer for top quality, high- new high. 

speed ironing and folding. Work is delivered 

directly to operators’ best working positions. Whether your laundry department has one ironer 
There’s no confusion, fewer manual operations. or several, American Mechanized Flatwork 

7 Ironing can work production and labor-saving 

~The McKeesport, Pa., Hospital’s mechanized wonders. For more information, call in your 
one-ironer installation helped increase produc- American Laundry Consultant. 
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First Sei. Extracted work is emptied onto table where operator places individual pieces on Feed Conveyor to 48 x 84” Rotaire 
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E MUST KEEP in mind that 
unity in the hospital is one of 
the most important goals before the 
governing boards of our hospitals, 
the medical and nursing profes- 
sions, and the general public for 
whom the hospital exists. There 
is no better way to attain unity 
than through development of mu- 
tual understanding among groups 
that work in and for hospitals. 
Toward that end, your Associa- 
tion is fortunate in being able to 
maintain contact with many health 
groups. It is a complex task and 
one which requires more than one 
person's time. To illustrate this 
fact, in November, it was neces- 
sary for several Association repre- 
sentatives to divide their time in, 
and responsibility for attending 
important meetings of allied health 
groups. Doctors Edwin L. Crosby, 


Albert W. Snoke and Russell A. 
Nelson attended the American 
Medical Association Clinical Con- 
gress in Miami, Fla. ; 

Dr. Crosby had to leave the 
Maryland-District of Columbia- 
Delaware Hospital Association 


meeting to represent the Associa- 


tion at the American College of 
Surgeons Clinical Congress in At- 
lantic City. Your president then 
attended portions of the meetings 
of the Maryland-District of Co- 
lumbia-Delaware Hospital Associ- 
ation in Washington, D. C., and the 
Florida Hospital Association in 


_ West Palm Beach. 


Prior to ‘these meetings, the 
Committee on Hospital-Specialist 
Relations, of which Dr. Snoke is 
chairman, met in New York City. 
Several members of the AHA 
Board of Trustees attended re- 


DIACK 


Since 1909 


The Little Diack is the 


sign of steam penetration 
to the center of an auto- 


claved bundle of dress- 
ings. 


There is no substitute for perfect routine and a carefully 
trained autoclave operator—but unless Diacks are used this 
routine may be broken one day and infected patients can be 
the result. .. . For 46 years Diack controls have been the 
choice of hospital people who know they can achieve proper 
sterilization of dressings day in and day out only through 
routine use of Diack sterilizer controls. 


SMITH & UNDERWOOD 
ROYAL OAK, MICHIGAN 
Sole Manufacturers of Diack Controls and Inform Controls 


gional and state hospital associa- 
tion meetings. 


HE BASIC and most important 

factor in maintaining unity in 
the hospital is the relationship be- 
tween the hospital and the physi- 
cians. The hospital exists because 
medical science has made it, to a 
very considerable extent, the phy- 
sician’s workshop. This relation- 


‘ship is necessary because it directly 


affects the hospital’s ability to care 
for the patient. Hospitals and phy- 
sicians influence each other and 
whatever hampers either one, or 
both of them, lowers the quality 
of patient care. 

If we are to practice thoughtful 
hospital administration, we must 
improve the channels of commu- 
nications between physicians and 
hospitals. In our opinion, an analy- 


-sis of some of the causes of mis- 


understanding and misinformation 
between physicians and hospitals 
points to the fact that the medical 
profession takes the hospital for 
granted. 

The development of this attitude 
is partially due to the fact that 
little or no instruction on the role 
of the hospital is given in medical | 
school or during the internship 
and residency periods. The physi- 
cian of today spends a large part 
of his time in the hospital from the 
beginning of his third year of med- 
ical school through his internship 
and residency periods. : 

Discussions about the hospital— 
what it is, what it does, and the 
important part that the physician 
plays in hospital operation and in 
the maintenance of unity in the 
hospital—are absent for the most 
part. This situation must be true, 
because there is complete agree- 
ment among the medical profes- 
sion as to the hospital’s function, 
but disagreement as to its control 


‘by the governing board, the role 


of the administrator, the role of 
the physician and finances. 

A specific example of the physi- 
cian’s lack of instruction in, and 
understanding of a phase of hos- 
pital service is in the area of 
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shortens hospitalization— 


facilitates outpatient care 
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and electrolyte balance safely and effectively. 
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‘ancillary services—x-ray, labora- 
tory and anesthesia. These services 
require a doctor of medicine to 
direct them professionally, but 
relatively few patients come di- 
rectly to the pathologist, radiolo- 
gist or anesthetist, because their 
practice is limited to patients re- 
ferred to them by other physicians. 

Let us consider anesthesia spe- 
cifically. The anesthetist works 


with the surgeon’s patients. I de- — 


scribe anesthesia as an ancillary 
service, because the consultation 
differs from the usual type in 
ion the consultant examines the 
patient and makes recommenda- 
tions that are then applied by the 
patient’s physician. In anesthesia, 
which is also called a consultant 


type of practice, the anesthetist ~ 


evaluates the status of the patient, 
suggests the anesthesia and admin- 
isters it to the patient, so that the 
surgeon can treat the patient. 

It is the duty and function of 
medical schools to instruct medical 
students in these types of medicine 
carried on in the hospital. Such in- 
struction will help to improve re- 
lationships between physicians in 
the ancillary services and all other 
physicians, and above all, between 
hospitals and physicians. 


hw MEDICAL profession’s lack. 


of understanding of the hospi- 
tal’s role also can be attributed 
somewhat to the fact that intern- 
ship and residency training, on 
the scale that we know it today, is 
still comparatively new. There are 
many of the older physicians in 
practice who did not serve a hos- 
pital internship, because most 
modern hospitals were being built 
in the late twenties. At that time 
also, there were not enough intern- 
ships available for them to receive 
training. Thus, these physicians 
now in practice did not have the 
Same intimate contact with, and 
background knowledge of, the 
modern, general hospital. Physi- 
cians who came into medicine and 
hospital work later find it difficult 
to realize this fact. 

In a decade, we shall undoubt- 
edly have well-trained physicians 
who all have had at least two years 
internship in approved hospitals. 
Although they may well take the 
hospital for granted unless they 
are instructed concerning the hos- 


pital’s role, they will at least, have 
an intimate acquaintance with 
hospital function. 

How can communications be- 
tween hospital and physicians be 
improved for better understanding 
of their relationships? In addition 
to waiting for these well-trained 
young physicians, I suggest analy- 
sis of the physician’s psychology. 


- toward the hospital in view of his 


educational background, and the 
education by us of physicians, gov- 
erning boards and hospital admin- 
istrators on their respective roles in 
the total operation of the hospital. | 
Finding ways to develop good hos- 
pital-physician relationships are 
important issues if the unity of the 


hospital is to be maintained, and 


in light of the fact that the hos- 
pital is becoming the dominant 
factor in medical care and medical 
education. 
The progress that has been 
brought about by the wonderful 
advance in medical science and the 
building of modern hospitals is a 
challenge that we in the hospital 
should welcome. We should be in- 
spired to strive constantly by all 
logical, thoughtful and even ideal- 
istic efforts to meet a similar chal- 
lenge—development of sound hos- 
pital-physician relationships. 
Hospitals and physicians agree 
that the purpose of the acute, gen- 
eral hospital is the care of the sick 
and injured, including the neces- 
sary diagnostic procedures, care 
of obstetrical patients in the ma- 
ternity divisions, operation of an 
outpatient department, and the 
education of hospital personnel, 
particularly when there is an in- 
tern and residency program in»the 
hospital. I believe that hospitals 
and physicians can remove most of 


the difficulty due to misunder- 


standing and misinformation over 
hospital organization and methods, 
if better channels of communica- 
tions are developed between them. 
This is an area in which all of 
us must work. Your Association 
realizes its own obligations in this 
regard and will do its utmost to 
fulfill them. | 


MAD, 


F. R. Bradley, M.D., President 


American Hospital Association 
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(ii) Richardson, J. F. and Rose, D. K.: Clinical Evaluation of Urokon in Pyelography, J. Urol. 63: 


1113 (1950). 
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~ of Mich. Med. Bull. 18: 225 (1952). 


*Zink, O. C.: Routine Clinical Experiences Using Urokon 70% in Intravenous Urography. ( Private — 
dated May 12, 1952). 


THIS CONCENTRATION 
IS RECOMMENDED FOR 


SUPERIOR CONTRAST 


ROUTINE INTRAVENOUS UROGRAPHY 
FOR DIAGNOSTIC FILMS OF 


WITH FEW SIDE REACTIONS 


UROKON’ SODIUM 50% (stanparp) 


for INTRAVENOUS UROGRAPHY [in routine cases], 
CHOLANGIOGRAPHY and [in dilution] for RETROGRADE PYELOGRAPHY 


he 
9 


iv 


.... IS FIRMLY ESTABLISHED... 
> 
| | 50 
o* 
x 
| 
| 
H 
| 


dow havent uSed UROKON SODIUM sox 


We particularly recommend using 
UROKON SODIUM 50% (STANDARD) in routine INTRAVENOUS UROGRAPHY 
| because of the broader range of patients for whom it is applicable. — 
| Its superior contrast and few side reactions 
provide little discomfort for the patient 
and films of improved diagnostic quality for the doctor. 


+ 
4 


INTRADUCTAL CHOLANGIOGRAPHY 


MALLINCKRODT CHEMICAL WORKS 
Maitinctrodt St., ST. LOUIS 7, MO. » 72 Gold St., NEW YORK. 6, N. Y. 


Chicago + Cincinnati Cleveland + tos Angeles 
Philadeiphic San Francisco * Montreal Toronto 


: : — Urokon Sodium Brand of Sodium Acetrizoate 
| 
| | 
| | 
of 4 | 
\ 
| | 
| 


Exclusive beadless flat-banded cuffs stay in place 


over surgeon's sleeves, no roll to roll down. Flat 


banding also strengthens cuffs — reduces tearing, 


adds to glove life. } 
| PIONEER Processed virgin latex or soft texture 
non-allergic neoprene retains high strength, elasti- 
He. city even after many extra sterilizations. Extreme 
sheerness provides utmost fingertip sensitivity, al- 

most bare hand dexterity. 
@ Multi-Size markings clearly printed across cuffs 


’ 
7 
® 


Stay in Place During Surgery 


simplify, speed up glove sorting—reduce hospital 


labor costs. 


Specify PIONEER Rollpruf Surgical Gloves —avail- 
able from stock at leading Surgical Supply Houses. 


PIONEER 


Surgical Gloves 
New rough texture grip on fingertips and palm 
—easier, surer handling of instruments and moist 
tissue. Beadless flat banding —Multi-Size mark- 
ings. Finest sheer natural latex, 


> 


JANUARY 1955, VOL. 29 


aw 4 

a 


Py 


N THE OCTOBER ISSUE of HospI- 
iT TALS, the “Tentative Statement 
on Nursing Education” released by 
the Board of Directors of the Na- 
tional League for Nursing was 
published at the request of the 
Board of Trusteees of the Ameri- 
can Hospital Association. The pur- 
pose of publication was to invite 
comment and discussion by hospital 
administrators and other interested 
groups. The following comments 
have been received and are now 
presented to our readers. Com- 


. ments and opinions should be ad- 


dressed to HospiIraLs, Journal of 
the American Hospital Associa- 
tion, 18 E. Division St., Chicago 
10, Tl. 


A first step toward finding 
answers to some questions 


70 THE EDITOR: 
Dear Sir: 

The problems of nursing educa- 
tion are of vital importance to 
every hospital even though they 
are of immediate concern only to 
the 15 per cent of the nation’s 
hospitals that conduct schools of 
nursing, but which nevertheless, 
educate and train 90 per cent of 
all registered nurse graduates. A 
hospital, whether it educates nurses 
or not, has a vital stake in the 
quality of nursing education and 
the number of nurses prepared for 
the profession. Therefore, hospitals 
have an obligation to participate 
in and to help find solutions for the 
many and complex problems of 
nursing education. This must be 
done constructively, sympathetic- 
ally and agressively, but with hu- 
mility rather than omniscience. 

The “Tentative Statement on 
Nursing Education” presented by 
the NLN for discussion is a first 
step toward finding answers to 
some of our questions and solu- 
tions to some of our problems. It is 
a base line from which discussion 
and action can proceed. It does not, 
however, in my opinion reach to 
the core of the problem nor is it 
clear what was hoped to be ac- 


The “Opinions” section will 
be devoted to letters from read- 
ers as well as solicited opinions 
on specific subjects. Letters on 
current topics, comments on 
articles published in HOSPITALS 
and thoughts on any area of hos- 
pital administration are wel- 

eomed, Letters should be brief 
and must be signed. HOSPITALS 
reserves the right to edit these 
letters for space reasons. Address 
letters to the Editor, HOS- 
PITALS, Journal of the Ameri- 
ean Hospital Association, 18 E. 
Division St., Chicago 10, Ill. 


complished with this noncontro- 
versial statement. It wisely recog- 
nizes the need for diversity instead 
of uniformity, for experimentation 
and cautious change instead of 
rigid adherence to tradition, for 
progression in. grade instead of a 
caste system and for differentia- 
tion instead of standardization. It 
expresses concern for quality, but 
deals in generalities rather than 
specifics and does not define terms. 

The problem of defining terms is 
by no means peculiar to nursing 
and nursing education. It is a prob- 
lem common to all the great social 
professions and to professional ed- 
ucation. We are all groping for 
greater understanding of the true 


essence of nursing and how to . 


foster it through more and better 
communication. To this end, the 
statement is a worthy effort. That 
it does not succeed in providing a 
satisfactory, distinctive definition 
of the practice of nursing is un- 
fortunate, but not surprising. That 
it does not reach toward the thorny 
question of the relation of the 
practice of nursing to the practice 
of medicine nor to the institutions 
in which nursing is practiced and 
taught is also unfortunate. For it 


is in these areas that misunder- . 


standing and disagreement seem 
greatest. It is these areas that are 
least explored. And it is these 
areas that are most fundamental. 
We will not find answers through 


_ methodology alone. 


The NLN Statement is a good 
starting point, but needs develop- 
ment in definition of terms, more 


_ Specific proposals even at the risk 


of controversy and deeper test 


borings into the subsoil on which 


nursing education must be and is 
now erected.—PHILIP D. BONNET, 
M.D., administrator, Massachusetts 
Memorial Hospitals, Boston, Mass. 


Nursing should include 
spiritual care of the patient 


TO THE EDITOR: 
Dear Sir: 

I SHOULD LIKE to see the spiritual 
care of the patient included in the 
definition of nursing. I suggest, 
therefore, that the third sentence 
of the definition be amended to 
read: “Comprehensive nursing in- 


cludes spiritual, physical and emo- 


tional care of the patient; .. .”’ 
When the spiritual needs of the 
patient are not considered in his 
care, that care degenerates to a 
level that is no better than that 
which is required by a sick animal. 
—SISTER ROSE HELENE, director, 
St. Joseph Hospital School of 


_ Nursing, Hancock, Mich. 


Statement is concise and 
appears to cover the subject 


TO THE EDITOR: 
Dear Sir: 

THE “TENTATIVE STATEMENT on 
Nursing Education’”’, is concise and 
appears to cover the ground. How- 
ever, it does not mention the fact 
that in the process of educating 
nurses there is much waste of 
time and money. By this, I mean, 
the time of the nursing students 
and instructors, and the funds of . 
hospitals, colleges and students. 

No one can deny that far too 
many young women fail to finish 
their nursing educations, and too 
many fail to practice nursing upon 
completion of their training. Hos- 
pitals with nursing schools lose, 
during the probationary period or 
later in the course, about one-third 
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of the students that enter. A con- 
siderable percentage are lost 
through marriage shortly after 
graduation. Nurse education, there- 
fore, is not of financial advantage 
to a hospital, if it has a good school. 

We can improve the situation by 
making it possible for adolescents 
to know more about what will be 
required of them before they de- 
cide to enter a school of nursing. 
Thus we can avoid some of the loss 
in time and money and the deep 


emotional stress to those who can- 


not continue. 


One way of providing adoles- 
cents with a better understanding 
of the demands of the profession 
is through the Future Nurse Clubs. 
It is encouraging to note the rapid 
growth of these clubs in our high 
schools. I believe there are now 
more than 1,000 such clubs in the 
country. The medical profession 
and hospitals should do everything 
possible to encourage their growth 
and to provide them with proper 
guidance. The Committee on 
Careers in Nursing is planning to 
expand its work in this connection. 
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I have long contended that a 
good portion of the theoretical in- 
struction for nurses could well be 
given in high schools to those who 
have expressed a desire to enter 
nursing upon graduation. This 
practice prevails in high schools 
for those who plan to enter office 
work, dietetics and other fields 


and in vocational high schools for 


young men who ‘want to learn 
trades. 

We need degree while. but I 
feel that it is putting the cart be- 
fore the horse to accept young 
women in university schools with 
the idea that all will become in- 
structors or supervisors. I believe 
that those who prove in the diplo- 
ma courses that they are possible 
faculty material should be encour- 
aged to go on to postgraduate 
training. Very often the hospitals 
can provide them with part-time 
jobs to help pay for this advanced 
education. 

Briefly, we are in need of an 
orderly process: indoctrination in 
what nursing means while girls 


are in high school; careful selec- 
- tion of students and competent in- 


struction in the diploma school (it 
may be possible to reduce the 
three-year course to two and one- 
half or two years); encouragement 
of those who prove to be good 
material for faculty or supervisory 
positions to enter post-graduate 
courses. | 

It has been shown time and time 
again that the average little girl 
grows up with a desire to become 
a nurse. The fact that so few finish 
training and continue in nursing 
proves that something is wrong 
somewhere.—JOHN H. HAYES, con- | 
sultant to. Lenox Hill — 
New York, N.Y. 


Presentation is excellent, 
but is by no means complete 


TO THE EDITOR: 
Dear Sir: 

I THINK THAT IN general the 
statement is an excellent presenta- 
tion of some of the principles con- 
cerned with nursing education, 
although it is by no means com- 
plete. Insofar as it goes, however, 
I am in general agreement with the 
draft, but have criticisms and res- 
ervations concerning certain prop- 
ositions included therein. 

1) Under paragraph! I (B), the 
statement is made that “programs 
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in this category”. (presumably 
three-year diploma programs) 
“should prepare students for be- 
ginning public health nurse posi- 
tions, as well as for beginning 
positions in other areas.”’ 

I do not agree with this philos- 
ophy with respect to public health 
nurse positions. It seems to me 
that the three-year diploma pro- 
gram should give basic training, 
and that further training in spe- 
cialties should be provided as 
postgraduate work rather than in- 
eee’ in the three-year diploma 


course. Hospitals are finding their 


nursing school costs more and 
more difficult to justify, when con- 
sidered in the light of the con- 
comitant decrease in the services 
rendered by student nurses—serv- 
ices which formerly balanced the 
costs of operating the _ school. 
Specialty training in all fields 
should be acquired after gradua- 


‘tion from the three-year diploma 


school and should not be included 
in the basic program at the ex- 
pense of the hospital’s patients, 
who in the last analysis provide 
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Sterile Petrolatum Gauze 
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Developed to meet the professional 
demand for a narrow dressing and 
packing needed for the OR, CS, 
OPD, ER, DR, on the floors, in the 
pharmacy, and for practically all 
surgical departments and clinics. 


the money to support diploma 
schools of nursing. 

2) Under paragraph x, I would 
take exception to the implication 
that students should actively par- 
ticipate in. the administration of 
the school. Certainly student gov- 
ernment is to be desired and pro- 
moted, and it is very valuable to 
solicit the coéperation of the stu- 


dents in carrying out the policies 


of the school. However, this can 
indeed be carried too far, and 
immature and inexperienced girls 
can be given responsibilities be- 
yond their capacity to fulfill satis- 
factorily, with resultant dishar- 
mony, inefficiency and disciplinary 
failure. Administrative policies | 
should be made by the school ad- 
ministrative officers in consultation 
with the faculty, and decisions 
thus reached should be presented. 
to the students in a way that will 
be most apt to insure the under- 
standing and cooperation of the 
student body. This is a far cry from 
giving the students a hand in the 


formulation of these policies. 


3) Under paragraph XI, I take 
strong exception to the implica- 
tions of the statement “repetitive 
practice beyond fulfillment of 
learning needs is uneconomical, 
both for the individual and for ~ 
society.”’ The term “repetitive 
practice” is one that is becoming 
more and more popular among 
nursing educators who believe in 
eliminating most, or even all, of 
ward practice in favor of a short- 
ened program devoted entirely to 
didactic teaching, classroom, and 
laboratory experience, with a 
modicum of observation on the 
wards. It is difficult to justify the 
use of this term at all in the aver- 
age well-planned three-year di- 
ploma program, because there is — 
no time in this period when stu- 
dents are doing unprofitable “re- 
petitive practice.” Taking the tem- 
perature of five patients, for 
example, is only repetitive in the 
sense that a temperature is taken 
five times, but each one of these . 
patients may present an entirely 
different problem in nursing skills 
and arts. No two patient situations 
are the same; and unless one ac- 
cepts the philosophy that girls 
graduating from our present three- 
year schools are overtained and 
would be just as good nurses with 
several months cut out of their 


HOSPITALS 


| | 
| 
inch 
¢ 
Vaseline 
| 
, 
4 
| 
| 
By request... | 
| 
| 
| 
| 
22 


ANESTHETIST SUI SUPERVISOR 
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| 


simplest to operate 


accommodates all types of surgery — 


unsurpassed accessibility 


WRITE FOR NEW 
LITERATURE AND PRICES 


THE TOWER COMPANY, inc. 


P.0. BOX 3161, SEATTLE 14, WASHINGTON FIFTH AMD STEVENS, GENEVA, ILLINGIS 
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course (a philosophy I do not 
accept), there would not seem to 
be any valid criticism from the 
point of view of repetition of 
nursing acts. I do not believe that 
three years is too much time in 
which to learn the higher degree 
of professional skills needed to 
enable graduates to carry out the 


complex treatments, medications, 
team 
and 
that they will be called on to ex- 
ercise once they have graduated. 


These skills cannot be taught in 


supervisory responsibilities 


the classroom—they can only be 


learned by actual experience with 
patients on the wards. 

In addition, I seriously question 
the statement that repetitive prac- 
tice is uneconomical. It is certainly 
economical for both the individual 
student and for society if she can 
earn, through her services to pa- 
tients, all or a large part of the 
cost of providing her with a nurs- 
ing education. This is entirely pos- 
sible within the framework of the 
three-year diploma school of nurs- 


ing. It is totally impossible in the 


PAR KING 


PARCOA 


System 
Operates Hospital Parking Lots 


Automatically 
WITHOUT ATTENDANTS 


Here’s the practical solution to your hospital parking problem, as 
already proved i in actual service. 

The amazing new Parcoa system does the job safely, economically 
and dependably—without attendants. A simple electrical mechanism 
controls entrance and exit gates, actuated by card-keys* issued only 
to authorized holders. 

Pancoa equipment is low in first cost. Easy to install. Requires 
minimum maintenance. No attendants needed. No help problem. 
Coded card-key can be changed as desired. 

Write today for illustrated brochure » 
and name of nearest distributor. Tech- 
nicolor sound film available for special this system readily adaptable 
showing to your group. to your requirements. 


mac PARKING CORPORATION OF AMERICA 


Division of Johnson Fare Box Company 
Sales and Service Offices in Principal Cities listed under BOWSER, Inc. 


aoe choice of controls (coin, 
s 


4619 Nerth Ravenswood Avenve, Chicago 40, Illinois 


‘two-year experimental programs 


restricted largely to the theory, 
rather than the practice, of nurs- 
ing. It is the traditional American 
way for a student to “earn while 
she learns.” In a well-organized 
three-year program the student 
can render enough service to pa- 
tients during the time she is legiti- 


mately learning the various nurs- 


ing skills required, so that her 
tuition can be reduced to the lowest 
possible denominator. Otherwise, 
the student would herself have to 
pay a very markedly increased 
tuition, or some college or univer- 
sity would have to provide it, or 
it would have to come from tax 
monies. Such an expense is not 
necessary and cannot be justified. 

4) In paragraph XV, the state- 
ment, “To assure an effective edu- 
cational program in nursing it is 
essential that adequate finances be 
provided,” seems to be rather in- 
complete. Schools should evaluate 
their programs to determine 
whether their money is being 
wisely spent before asking that 
“adequate finances be provided.” 
If it is possible for a student to 
obtain a sound nursing education 
in a three-year program with 
minimum expense to herself, be- 
cause of the value of her services 
to patients, then I think it is 
wholly unjustified to expect tax- 
payers, colleges or hospital pa- 
tients to provide large sums of 
money for nursing education. 

I would like to make it abun- 
dantly clear that in talking about 
“services rendered to patients” I 
am not advocating the return to 
the old days where students worked 
72 hours a week with not very 
much instruction. I am referring 
to the legitimate amount of service 
which students render to patients 
in an average work week of 44 
hours (including both theory and 
ward experience) in an average 
three-year diploma program. These 
hours of service, recognized to be 
necessary for proper training in 
nursing skills, should be made 
freely available to the hospital. 
The hospital relies on these serv- 
ices to give adequate nursing care 
to its patients and, in turn, credits 
the student with the value of such 
services in the form of reduced 
tuition.—-THomMas HALE JR., M.D., 
director of Albany Hospital, 
Albany, N. Y. 
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A Physiologic Pressor Agent 


_LEVOPHED 


BITARTRATE 


all conditions where shock 


is the immediate emergency: 


surgical and nonsurgical trauma, 


central vasomotor depression 
(poisoning, overwhelming infection), 


severe shock due to myocardial infarction, 
hemorrhage. 


Levophed has a safety ratio (toxicity to pressor activity) 
of four times that of epinephrine. Levophed — the 
sympathetic mediator of general vasoconstriction — 
does not significantly change cardiac output. 


_ Levophed is given intravenously as early as possible 
at the onset of shock. The usual dilution employed is 
4 cc. of Levophed bitartrate 0.2 per cent solution, 
added to 1000 cc. of 5 per cent dextrose (in distilled 
water or isotonic saline). 


Average initial dose is 2 to 3 cc. of dilution. 
Average maintenance rate of flow is 0.5 to 1 ce. 
per minute. 


SUPPLIED: 


Levophed bitartrate solution 0.2 per cent 
(equivalent to 0.1 per cent base), ampuls 
of 4 cc. (must be diluted), boxes of 10. 


WintTHRe 


Levophed bitortrate, bilind of levarterenol bitartrate 
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Best Bet. Bassinets 


| | 


Lynn Model #3201-A 


Stainless Steel 
Wiley Model # 1248-S 


Anesthetist Stools 
Anesthetist Tables 


Arm immersion Stands 


Bassinets 
Basin G Arm 
Immersion Stands 
Bedside Screens 
Biopsy Tables 
Clysis Tables 
Commode Chairs 
Dressing Carriages 
Drum Stands 
Foot Stools 
Glove Racks 
Instrument Cabinets 
Instrument Stands 
Instrument Tables 
Irrigator Stands 
with Percolator 
_ lerigator Stands 
Linen Hampers 
Mayo Stands 
Nurses Work Tables 
Observation Stands 
Operating Stools 
Operating Tables 
Solution Stands 
Sponge Racks 
Sponge Receptacles 
Tray Carts 
Treatment Cabinets 
Treatment Chairs 
Utility Tables 
Wall Stands 
Wheel Stretchers 
Work Tables 
Special designs built 
to your specifications 
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WILSON offers a quality line of stainless steel and aluminum 
alloy bassinets in a variety of styles and models to suit your 


own specific technique. The WILSON line begins with 
a simple basket-stand model and includes. models with a wide 
range of related accessories. They’re all practical in design, and 
‘are of sturdy, all-welded construction with all joints ground 


smooth and clean for easier cleaning and sterilization. 


CUSTOM MADE BASSINETS 
Perhaps you have wanted a 
specially designed bassinet 
that would better serve your 


Aluminum 
with Isolation Cabinet 
Margeoret Model #3202-A 


Stainless Steel 
with Isolation Cabinet 
Warren Model #1247-S 


particular needs. Bassinets to 
your specifications will be 
built by Wilson. We will be 
happy to serve you. 


Aluminum 


Rebecca Model #3204-A 


Stainless Steel 
Miles Model #1249-S 


Aluminum 
Isolation Bassinet 
Mary Model #3203-A 


Stainless Steel 
Isolation Basinnet 
Herman Model #1250-S 


Our new enlarged 1954 Catalog is now ready. 
If you haven't received yours, drop us a postal 
card. We will mail it at once. 


WILSON 


MANUFACTURING CO. * COLUMBUS, GEORGIA 


/ 
The name WILSON means—the highest quality materiats and the most modern manufacturing methods have been used . . . 
and on all operating room equipment, the finest type casters—ball bearing, soft rubber, noiseless, electrically conductive. 
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the confidence 
of strength 


sacrifice of pliability, even in the largest strands which 
now can be knotted easily. Only by comparison with 


three-way superiority 


@ TENSO-PIi sutures exceed U.S.P. tensile what you are using in the smaller strands, size for 
strength requirements by 50% or more size, can you fully appreciate the superior strength of 

@ TENSO-PIli sutures are more pliable, require no TENSO-Pli. Comparison is invited. 4 
moistening, regardless of size | 

@ TENSO-PIli sutures are immersed in an exclu- The new tubing fluid minimizes fraying and provides 
sive multiple tubing fluid — providing unprec- = maximum strength during healing period. Excellent 
edented protection against fraying. absorption rate virtually eliminates stitch abscess and 

TENSO-Pli — first to carry a history-making replace- knot extrusion. Each container carries strength-test 

ment guarantee — combines unusual strength without results — you can put your confidence in TENSO-Pii. 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. : 

Modison 10, Wisconsin Dept. H-1 

os <4 Please send me the new Surgical Suture and Needle Catalog No. 2134 . 

OHIO CHEMICAL & SURGICAL EQUIPMENT COL 
MADISON 10, WISCONSIN 
Ohio Chemical Pacific Company, San Francisco 3 
Ohio Chemical Canade Toronto 2. lone. State 

Airco Company international, New York 17 : 

Cie. Cubate de Oxigeno, Havana | Your Nome... 


At the frontiers of progress you'll find Am Air Reduction Product... Airce: industrial gases, welding and cutting equipment, and acetylenic chemicals + Perece: Carbon dioxide, liquid 
solid ice’’) Ohie: Medical gases and hospital equipment National Carbide: Pipeline acetylene and calcium carbide Cotten Chemical: Polyviny! acetates, alcohols and other resigg, 
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Strip of timed photographs shows action of new Filmtab- 
Stearate in human gastric vice. Within 
seconds, the Filmtc coating actually starts to dissolve. 


integrated. ‘Cause of this swift disintegration, 


ERYTHROCIN Stearate is gives 
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your patients get high blood levels in 2 hours or less 


disintegrates faster than enteric-coated erythromycin 


4132231 
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(ERYTHROMYCIN STEARATE, ABBOTT) 


Erythrocin ... for faster absorption 


New tissue-thin Filmtab coating (marketed only by Abbott) starts to 


disintegrate within 30 seconds—makes ErytTHrocin Stearate 


available for immediate absorption. Tests show Stearate form 
definitely protects drug from stomach acids. 


Erythrocin _.. for earlier blood levels 


because there’s no delay from an enteric coating, patients get high, 
inhibitory blood levels of EnyrHrocin in less than 2 hours—instead 
of 4-6 as before. Peak concentration is reached at 4 hours, with 
significant levels for 8 hours. 


Erythrocin ... for your patients 
Filmtab Eryturocin Stearate is highly effective against coccic 
infections . . . and especially useful when the infecting coccus is 
resistant to Pi antibiotics. Low in toxicity—it’s less likely to alter 
normal intestinal flora than most other oral antibiotics. Con- 
veniently sized (100 and 200 mg.) in bottles of 25 and 100. Abbott 


_ *TM for Abbott's film sealed tablets, pat. applied for. 


ryt rocin STEARATE 

| 
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Cesarean section accounts 


Where should the charges for Ce- 
sarean sections be reported on the 
hospital’s books? 

If the hospital has a formal ob- 
stetric and gynecology service that 
is staffed by OB and GYN person- 
nel and if the Cesarean sections 
are performed in the delivery 
room suite area staffed by person- 
nel on this service, the revenue is 
properly recorded as part of this 
service. If the Cesarean sections 
are performed in the operating 
room suite staffed by operating 
room personnel, the revenue is 
properly recorded as part of 
operating room revenue.—RONALD 
A. JYDSTRUP. 


Tox ob euauities 


We are setting up a pension plan 
for the employees of our hospital and 


are wondering if the amount the hos- — 


pital contributes to the plan for each 
employee should be included in the 
report of the employee’s income for 
tax purposes. Would you comment on 
this? 

An amount paid by an employer 
as an insurance premium for the 
purchase of an annuity contract 
is not required to be included in 
the income of the employee for 
whom the annuity is purchased, 
provided that the employer is 
exempt from federal income tax 
under Section 101(6) of the In- 
ternal Revenue Code. According 
to “Revenue Ruling 181:LR.B., 
1954,” the employee will be taxed 
on the actual benefit payments re- 
ceived under the annuity at the 
time he receives them. 

Our opinion is that this ruling 
is of advantage to employees par- 
ticipating in a contributory retire- 
ment plan set up by nonprofit vol- 
untary hospitals or some other 
101(6) organization. It appears 


that the greater the percentage of. 


premiums contributed by the em- 
ployer the more advantageous the 


The answers fo the above not be 
construed being edvice. Hospitals with 
ore fo consult own 


vice headguaricns \ 


Ft 


plan is to the employee, inasmuch 
as the premiums paid by the em- 
ployer are excluded from the gross 
income of the employee. Attempt- 


ing to give advice as to various 


advantages or disadvantages of 
contributory retirement plans on 
the general statement of the law 
would be unwise. The law is so 
complicated and involved that any 


particular plan should be thor- 


oughly studied in all of its in- 
tricate details by legal counsel 
specializing in retirement and pen- 
sion plans.—MARION J. FOSTER. 


Floor for x-ray developing room 


We are planning some remodeling 
of our hospital, which will include a 
new floor for the x-ray department, 
and we would appreciate information 
on recommended flooring material for 
x-ray developing rooms. | 

The recommended flooring ma- 
terial for x-ray developing rooms 
is ceramic tile. This is preferred 
because this type of material is 
relatively stain-proof, slip-proof, 
and durable.—CLIFFORD WOLFE. 


Auxiliary membership size 

Our hospital auxiliary has a limited, 
select membership of active workers, 
with additional associate and life non- 
working memberships. Some of our 
board members feel that we should 
retain this policy of select membership, 
and others believe that our group 
should be enlarged to include all in- 
terested women of the community. 
What is the policy of the American 
Hospital Association with respect to 
the size of membership of local hos- 
pital auxiliaries? Our hospital has 300 
beds and 35 bassinets now, and the 
new wing being added will accommo- 
date 75 to 80 beds. 

The American Hospital Associ- 
ation has no policy on the size 
of membership of local hospital 
auxiliaries. We have auxiliaries 
affiliated with the Association 
with membership ranging from 25 
to 17,000 members. The number 
of members in an _ individual 
auxiliary and how its program 
develops are matters that must be 


worked out among the adminis- 
trator, board of trustees and 
auxiliary. 

Many large hospitals have small 
auxiliaries if a program has not 
been developed to make use of 
many members. Also, there are 
small hospital auxiliaries’) with 
extremely large memberships be- 
cause the auxiliary is called up- 
on to participate in so many dif- 
ferent activities. Many auxiliaries 
with large memberships have only 
a small proportion of the mem- 
bers actively working for the hos- 
pital, except at special events, 
such as a bazaar, annual fashion 
show, ticket-selling. event and 
the like. 

The hospital belongs to the com- 
munity, and its auxiliary, which is 
one of its important assets, should 
encourage membership of all 
women interested in the hospital. 
The number joining depends up- 
on the leadership of both the hos- 
pital and the auxiliary and upon 
the program devised for active, as 
well as inactive, members. This 
should be worked out with the 
administrator. 

The Guide—Membership and 
Public Relations for Women’s 
Hospital Auziliaries, edited by the 
Committee on Hospital Auxiliaries, 
and the Manual on Organiza- 
tion of Women’s Hospital Auzx- 
iliaries with Model Constitution 
and Bylaws both are excellent 


references and give the Commit- 


tee’s interpretation of hospital aux- 
iliary memberships.—ELIZABETH M. 
SANBORN. 


Staff-patient ratios 
We wish to obtain some informa- 
tion on accepted staff-patient ratios, 
broken down by departments. Can you 
supply this information or direct us 
to a source? 
Staffing the General Hospital, 
U. S. Public Health Service pam- 
phiet, gives the staffing pattern 
for hospitals from 25 to 100 beds. 
The tables in this booklet show the 
number of beds, as well as the 
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BICKNELL 


Parenteral Corporation 


Q 


The Macalaster Bicknell Research Laboratory 
presents a significant improvement in the Pour- 
O-Vac Technique, already America’s most 
widely used sterile fluid flasking method. 


SELF-SEALING CAP MAY BE UTILIZED WITH 
EXISTING POUR-O-VAC COLLARS AND FLASKS. 


This new self-sealing cap is of pure nylon, and virtually indestructible, The 
one-piece moulded nylon cap is light, easy to handle, and provides me- 
chanically for approved aseptic technique because it has no hard-to-clean 
recesses. Placed on the container before sterilization, it is held in place during 
sterilization, then automatically seals itself by vacuum at the end of the 
sterilization cycle. 


— SPECIAL RUBBER ‘COMPOUND COLLAR UNMATCHED 
FOR WEAR — and it’s ODORLESS! 


: The utility of the efficient and unique’ patented design of the Pour-O-Vac 


Collar has beer still further improved. Macolaster Bicknell and affiliate 
engineers have now perfected a resilient odorless compound which will 
withstand almost endless wear and exposure to high temperatures. This new 
compound used in the ridge and groove-free uae O-Vac Collar sets a new 
record of achievement. 


PREFERRED PEAR-SHAPE FLASK — PROVEN 
STRUCTURALLY STRONGER BY GLASS MOULDING 


PRINCIPLES. 


Macoloster Bicknell Company's pear-shaped Pyrex flask is structurally the 
strongest and safest glass container for sterilizing fluids known to science. 
Glass bottles are really bubbles blown of liquid gloss inside on iron mould. 
The more the mould distorts the shape of a natural bubble, the more weak 
spots the final contoiner acquires. Compore the shape of Mocoloster Bicknell’s 
flask with the shape of a hanging drop of liquid. There is the secret of the 
unchallengeable natural forces which moke this peor shape flask so near 


theoretical perfection. 


SRIGINAL DISTRIBUTORS OF 
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number of patients, and a break- 
down by departments. With this, 
determination of the personnel- 
patient ratio over-all and in every 
department will be relatively 
easy. (This pamphlet may be pur- 
chased from the Association for 
50 cents or borrowed from the 
Association library). 

A large percentage (60 to 65) 
of the personnel will be nurses and 
nursing aides. The number will 
depend on the number of hours 
worked per week, whether a 40- 


hour or 48-hour week. In this 
pamphlet 58 nurses are recom- 
mended for a 100-be®@ hospital 


when the work week schedule is | 


48 hours. Over-all, a total staff of 
116 is needed in a 100-bed hospital 
when the 48-hour week is in force 
and 140 for a 40-hour week.— 
JOSEPH A. WILLIAMSON. 


Liability insurance 


In our hospital a patient, who was 
permitted to walk around, became 
slightly dizzy and fell, breaking a 
shoulder and a hip. Though not bellig- 


NAME 


Baby’s first award ...a necklace of Deknatel Name- 
on-Beads . . . removing all doubt as to identity. These 
attractive, sanitary beads are made with the same pre- 
cision and craftsmanship as a piece of jewelry. The 
black letters, which appear on both sides of the beads 
are permanently fused into the white enamel bead. 
Not affected by washing or sterilizing. Used by Ameri- 
ca’s leading hospitals for more than 30 years. 

J. A. Deknatel & Son—manvufacturers of surgical 


sutures and operating room specialties—96-20 222nd St., 
Queens Village 29, (L.1.) New York. 


NAME-ON-BEADS 
“the original” since 1920 


Visit us at Booth 39 O.R.S. Convention 


erent and not charging negligence, she 
has inquired if our hospital’s insurance 


would cover this incident as would her — 


insurance if a person came onto her 


farm and accidentally sustained injury. 


We feel that we should not be held 
accountable unless some condition of 
our service were criticized. The chances 
for accidents to patients with no crit- 
icism to the hospital is a far greater 


risk than for other types of business. 


Is there insurance that hospitals can 
obtain that would or should cover this 
type of injury? 

The policy to which the pa- 
tient referred is probably the 
Farmers’ Comprehensive Liability 
policy with a Medical Payments 
coverage. It is this particular cov- 
erage that makes it possible for 
her to provide benefits to persons 


injyred on her farm without legal — 
liability having been established. 


The forms of liability insurance 
that a hospital can carry provide 
for payment to third parties for 
liability imposed by law. The 
Medical Payments coverage, how- 
ever, has special rules that exclude 
payments being made to or for 
patients on behalf of hospitals. 

To our knowledge a policy that 
would provide payment to acci- 
dentally injured patients without 
the establishment of legal liability 
is not generally available to hos- 
pitals WILLIAM T. ROBINSON. 


Dentist's position in hospital 


What is the position of a dentist in 
the hospital? Must he have a physician 
in attendance while he is doing his 
work? May he administer the anesthetic 


to his patient? Is a dentist eligible for — 


membership on the medical staff? 
To our knowledge there is no 
rule that obliges a dentist to have 


.a physician in attendance while 


he is doing dental work in the 
hospital. In the hospital a dentist 
doing dental work has the same 
rights as the physician doing med- 
ical work, with the following dif- 
ference. 

Every patient admitted to a hos- 
pital should have a complete 
medical history and physical 
examination performed on him— 
particularly if he is about to un- 
dergo an anesthetic. Since a doc- 
tor of medicine is the only one 
licensed to do this, the dentist’s 
patient should be admitted by and 
under the supervision of a physi- 
cian. 
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Advantages of Levugen 


e is metabolized when utilization of dex- 
trose is impaired | 


© causes less disturbance of‘fluid balance 
e causes less diuresis and urinary spillage 
_@ causes less fluctuation of blood sugar 


@ converts into glycogen without insulin 


Levugen®*is pure fructose, a physiologic 

sugar. And unlike dextrose or invert sugar 

(half dextrose and half fructose), Levugen- 
is utilized by patients in illness or in stress 

approximately as in normal individuals. 

For varying needs, nine Levugen solutions 

are available. Le 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A. @Zgagyp 
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New Special Electrolyte Solutions 


For moderate or severe electrolyte loss | 
_Levugen 5% with Electrolyte No. 75 


For the replacement of gastric electrolytes | _ 
Levugen 10% with Electrolyte No. 150 . 
For general purpose or duodenal replacement : a 
Levugen 5% with Electrolyte No. 158 - 


For calories and maintenance electrolytes 
Levugen 10% with Electrolyte No? 45 


For the rationale of specific 
electrolyte s ustions see... 


Cooke, R. E., and Crowley, L. G.: New Eng. 
J. Med. 246: 637 (April 24) 1952. 


Fox, C. L., et al.: Electrolyte Solution 
Approximating Plasma Concentrations, 
J.A.M.A. 148: 827 (March 8) 1952. 


Talbot, N. B.; Crawford, J. D., and Butler, A. M.: wv 
New Eng. J. Med. 248: 1100 (June 25) 1953. | 


The complete Mead I.V. line, including 
Levugen and Amigen solutions, is readily 
available to your hospital from a conveniently 
located Mead warehouse. 


Write for reprints, ‘‘A-B-C’s of Fiuid Balance."" 
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administer an anesthetic as inci- 
dental to the practice of dentistry. 
Nevertheless, most hospitals do not 
consider it good practice for a 
dentist to administer a general 


anesthetic while also doing dental 


work. 
A dentist is not eligible for 


membership to the medical staff. 


Rather, he should be appointed to 
the dental staff of the hospital and 
given such privileges as he is com- 
petent to have on the dental staff. 
Usually a dentist attends the med- 
ical staff meetings in his capacity 


as a dental staff member, partici- 
pates in medical staff discussions, 
and may, if the dental and medical 
staffs are combined, even hold of- 
fice.—CHARLES U. LETOURNEAU, 
M.D. | 


Blue Cross inter-plan bank 
Because our new hospital is located 


‘in the resort area of a “sunshine state,” 


we anticipate that we shall have many 
patients from other states. It is my 
understanding that Blue Cross has a 
system whereby these out-of-state pa- 
tients who belong to Blue Cross can 


THESE 


the Solution of Choice 


cutting edges. 


‘Economical to use. 


CHLOROPHENYL 


containing HEXACHLOROPHINE (G-11*) 


for the Rapid Disinfection of Delicate Instruments 
for WARD « CLINIC « OFFICE 


Non-corrosive to metallic instruments and keen 


o Free from unpleasant or irritating odor. 
oe Non-injurious to skin or tissue. 
© Non-toxic, non-staining, and stable. 


Potently effective, even in the presence of soap. 


*Trademark of Sindar Corp. 


In choosing B-P CHLOROPHENYL, you avail 
yourself of a medium free from phenol (car- 
bolic acid) or mercury compounds . . . one 
highly effective in its rapid destruction of com- 
monly encountered vegetative bacteria (except 
tubercle bacilli). See chart. 


FEATURES 


receive benefits here. What is this 
system, and how does it operate? 
Out-of-state Blue Cross cases 
are processed through the Inter- 
Plan Service Benefit Bank of the 
Blue Cross Commission. The Inter- 
Plan Bank acts as a clearing house 
for hospitalization cases when the 
care is rendered to the subscriber 
away from his home Blue Cross | 
Plan area. This system of clearing ~ 
cases was established primarily to 
obviate the necessity of individual 
hospitals being concerned with the 
benefits of out-of-area Blue Cross 
Plans and thereby to enable them 
to serve the Blue Cross subscribers 
more effectively. 7 
The system is simple in its 
operation and has proven out- 
standingly successful. When an 
out-of-area Blue Cross subscriber 
is admitted to the local hospital, . 
he is processed by the hospital 
business office as though he were 
a local subscriber. The hospital 
notifies its own Blue Cross Plan 
of the admission in the same man- 
ner as for local residents. When 
the “notice of admission” is re- 
ceived by the local Plan (Host 
Plan), a telegram on a coded form 
is sent to the patient’s Plan (Home 
Plan). In order to protect hospi- 
tals the Bank has a regulation that 
if the subscriber’s Home Plan does 
not either confirm or reject the 
case to the Host Plan within 48 
hours, the case is automatically 


approved. The approval by the 


subscriber’s Home Plan carries 
with it a confirmation of the pa- 
tient’s eligibility for care and the © 
number of days of care he is en- 


titled to receive. 


The benefits received by the p.- 
tient are identical to those offered 
to local Blue Cross subscribers. 
and the hospital has no concern 
with the benefit structures in the 
patient’s Home Plan area. He is 
handled in exactly the same man- 
ner as a local resident with Blue 


Compare the killing time of this 
superior bactericidal agent Cross. The confirmation of the ad- 
Vegetative Bacteria | 50% Dred Blood | Without Blood mission is sent to the hospital in 
} 1S the same fashion as are local con- 
sain firmations, and the hospital credits 
the patient’s account with the 

hemeolyncus 15 min. 15 

same benefits as those received by 

Ne. 300 8-P INSTRUMENT CONTAINER PARKER. WHITE & HEYL, INC ne success 0 e Inter-Plan 
suggested for your convenient and Service Benefit Bank is reliant on 
Danbury, Connect icut two factors: (1) the prompt no- 


PHENYL. Helds up te 8” instruments. 
tification of the out-of-area ad- 


mission by the hospital to the 
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TO TREAT AND ain 


WOOD FLOORS 


Your survey comes bound in this 
Modern Floor Treatment Manual 
with product sheets and specifi- 
cations to fit individual needs. 


compiled especially for You... 
to answer your questions 
on particular floor treatments 


Grom Survey te Sewice... “On Your Staff... Not Your Payroll” 
A Hillyard floor treatment A qualified trained floor “Maintaineer” 


will make your survey. Half a century of 
experience and leadership stands back of 


his recommendations. 


plan can mean real savings to 


you. 


After a complete survey of your floors a rec- 


- ommendation will be presented to you. SEND THIS COUPON FOR A FREE 


SURVEY—NO OBLIGATION 
You'll find a Hillyard survey can bring benefits 7 


of labor and materials savings. 
HILLYARD CHEMICAL CO. 
There’s no cost—No obligation. | 
Pleote hove your Maintoineer ® call ond make @ survey 
Proprietary Chemists of my floors. 
MI Institution 


Stocks in Principal Cities City 


JANUARY 1955, VOL. 29 


"Be, 
"Oa 
+. 
F 
¥ 
| 
/ 


local Plan. The Bank is established 
in such a manner as to handle 
these admissions rapidly. This is 
an important protection to the 
hospital. (2) The recognition and 
acceptance of the out-of-state 
Blue Cross cards by the hospital’s 
admitting department. Blue Cross 
subscribers are told of the avail- 
ability of benefits out of their area, 
and it causes a great deal of 
trouble when the hospital does not 
accept the Blue Cross card from 
a Blue Cross Plan other than the 
local Plan. 


At present, all but two of the 
approved Blue Cross Plans par- 
ticipate in the Inter-Plan Bank. 
The two non-participating Plans 
are the Massachusetts and the 
Rhode Island Plans. Admissions of 
subscribers from these two Blue 
Cross Plans are to be handled di- 
rectly with the Home Plan head- 
quarters offices. For a listing of 
all approved Blue Cross Plans, 
their addresses, an indication of 
their participation in the Inter- 
Plan Bank and other important 
information, the pamphlet, Your 


active, and non-toxic, TYGON is widely 
used in blood transfusions and in 
intravenous, intraperitoneal, and 


subcutaneous feedings. 


TYGON can be completely sterilized 
with steam or bactericides. It shows no 
reactivity with whole blood, blood 
plasma, saline, glucose and other solu- 
tions. It contains no pyrogen producing 
bodies. |t does not coat. It drains free. 


TYGON has the widespread approval of 
surgeons and hospitals—fully meets the 
requirements of F.D.A. with respect to 
the presence of heovy metals in con- 
tact, with human blood and tissues. 


TYGON TUBING may be obtained from 
urgical and hospital supply 


your usuol s 
deoler. 


APLASTIC LIFELINE.. 


7 TYGON surgical TUBING is truly a plos- 
4 tic lifeline. Flexible, translucent, non-re- 


Passport to Worry-Free Recovery, 
is available from local Blue Cross 
Plans.—HAROLD BAUMGARTEN, Blue 
Cross Commission. 


Social security for residents 
Are resident physicians exempt 
from social security tax? 


Residents are not exempt from 
the Federal Insurance Contribu- 
tions Act although interns are. The 
language of the social security act 
as amended in 1950 provides: 

The term “employment" means .. . any 
service, of whatever nature, performed after 
1950 . . . by an employee for the person 
employing him . . .; except that . . . such 
term shall not include— 

Service performed as a student nurse in 
the employ of a hospital or a nurses’ train- 
ing school by an individual who is enrolled 
and is regularly attending classes in a nurses’ 
training school chartered or approved pur- 
suant to state law; and service performed 
as an intern in the employ of a hospital by 
an individual who has completed four years’ 
course in a medical school chartered or ap- 
proved pursuant to state law. 

The only regulation on this point 
of which we are aware reads as | 
follows: 

Services performed as an intern (as dis- 
tinguished from a resident doctor) in the 
employ of a hospital ore excepted from 
employment if the intern has completed a 
four-year course in a medical school char- 
tered or approved pursuant to state law.— 
Federal Old Age and Survivors Insurance, 
1954 Regulation #4, 404.1022. 

There seems to be no question 
that the law intends that interns 
are to be exempt while residents 
are to be included. The only ques- 
tion involved is: when does an 
intern become a resident? The In- 
ternal Revenue Service, we believe, 
applied the general rule that when 
an intern completes the amount of 
training that qualifies him for gen- 
eral practice and embarks on a 
course of specialized training that 
is recognized by an accrediting 
organization as being a course 
qualifying him in that specialty, 
he becomes a resident. The par- 
ticular situation in each hospital 
will determine just when the in- 
tern becomes a resident.—MARION 
J. FOSTER. | 


Recovery room supervisor 
We are opening a postoperative re- 
covery room in our hospital and are 
wondering who should be in charge 
of it. What is the accepted practice 
in regard to the administrative author- 
ity of such a room? 3 
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The unique 
‘HUMIDITY 
and OXYGEN TENT | 


SAVING LIVES AND SAVING MONEY 
IN MORE THAN 1200 LEADING HOSPITALS 


The CROUPETTE was specifically designed as a valuable therapeutic 
aid in severe respiratory disorders. Of particular value in croup, 
broncho-pulmonary suppuration and following tracheotomy, the 
CROUPETTE may be literally life-saving in acute laryngotracheo- 
bronchitis. Its early use frequently provides such prompt and effec- 
tive relief that tracheotomy can be avoided. 

The CROUPETTE is the only single unit which provides cooled, 
recirculated air supersaturated with a fog of fine water particles, 
with or without added oxygen... and does this without heat, with- 
out electrical controls and without mechanical controls of any kind. 

Here are some of the reasons many leading hospitals have from 
one to twenty-four CROUPETTES in use: 

Versatility — Cool vapor therapy alone or combined with oxygen, plus a 

nebulizer for aerosol medication. 

Portability and Completeness — Easily carried to any section of the hos- 

pital — ready for immediate use. 

Speed and Convenience — Quick and easy to set up, simple to operate, 
functions automatically .. . folds flat for handy, space-saving storage. 
Economy of Opevatten< tie be operated with motor compressor* when 

oxygen is not therapeutically required 
Visibility is Excellent — both for the patient and the nurse, minimizing 

claustrophobia and permitting clear observation of patients. 
Access to the Patient — is quickly and easily gained through any of four 
zippered openings in the canopy. 


Sataty te no hot steam and no 
+ Opaque draperies are 


Hospitals save space and money — no special steam room is needed in the 
_ hospital adequately equipped with CROUPETTES. 
*Sold separately: che Air-Shields Motor Comp Aspi 


for use with the CROUPETTE. 
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For complete information, write to 


/ AIR-SHIELDS, INC. 


HATBORO, PA. 
Manufacturers of 
The ISOLETTE® the Air-Conditioned 
Infant Incubator 


The VAPOJETTE* Swupersaturation Attachment 


The ROCKETTE® 
Millen-Davies Rocker 


All equipment manufactured by Air-Shieids, inc., is sold direct. 
Regional Factory Representatives throughout the United States. 


@Trade Mark 
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Although a uniform pattern 
relative to the administrative 
authority of the post-operative 
recovery room has not as yet been 
established, a review of the litera- 
ture on these rooms reveals that 
where there is a fulltime anes- 
thesiologist the practice is to have 
this person in charge of the de- 
partment. Quoting ‘‘Recovery 
Room Service—a Guide for Plan- 
ning,” by Margaret K. Schafer and 
T. P. Galbraith, in the November 
1952 issue of HospITaLts: “Where 
an anesthesiologist is a member of 


the hospital staff he is often given 


this responsibility. [he surgeon’s 
and anesthesiologist’s responsibili- | 
- ties should be clearly defined ... 


A physician or resident should be 
available on call at all times.” 

In my opinion the _ predeter- 
mined function of the recovery 
room is the deciding factor as to 
who shall be in charge. Is it to be 
used as a post-anesthesia room 
only, or will it be used also as a 
post-surgery room? 

Other articles that may be of 
interest and help are ‘‘Post- 


YoU BENEFIT 


from this|compromise 


/ ow 


LET’S FACE FACTS 


The Massillon Rubber Com- 
pany could make surgeons’ 
gloves with higher tensile 
strength that would last even 
longer than they do. Or they 
could make gloves even 
thinner ...that wouldn’t last 
as long. 

A balanced compromise be- 
tween these two extremes is 
the practical answer. 

In MATEX (white) and 
MASSILLON Latex (brown) 
you get the delicate balance of 
long glove lifeand comfortable, 
bare-fingered tactility that 
supplies the most in satisfac- 
tion, long service andeconomy. 


‘4 


MASSILLON RUBBER COMPANY 


a 


And the KWIKSORT per- 
manent size markings cut 
your labor costs. An un- 
trained assistant can sort 
and pair KWIKSORT sizes 
by shape — even when gloves 
are inside out! 7 


May we send the free 
folder, ‘“‘Suggestions to 
make your gloves last 
longer’? You'll get 
extra use from gloves 
that are cared for 


properly. 


e Massillon, Ohio 


| 


Anesthesia and Post-Operative 
Reeovery Unit,” by Sister Agnes 
Leon, in the April 1952 Amer- 
ican Journal of Nursing; ‘‘An 


Ideal Recovery Room,” in the 


January 1951 Modern Hospital; 
and my article, “The Case for the 
Recovery Room,” in the October 
1953 issue of TRUSTEE.—MARIAN L. 
Fox, R.N. 


Linen control and replacement 


We are making a study of our laun- 
dry and linen control. Would you send 
us any information available on how 
much linen should be kept in circula- 
tion for an average daily census of 700 
patients and how much of this should 
be replaced each year to take care of 
normal wear and loss? 

The amount of linen that should 
be kept in circulation for an aver- 
age daily census of 700 patients 
will depend upon the types of 
patients in the hospital, as well as 
the policies for changing the linen 
and other similar considerations. 
The equipment and supply list is- 
sued by the U. S. Public Health 
Service as a reprint from the Hos- 
pital Purchasing File for 1954 will 
help determine the supply needed. 
In this list under the subject 


Housekeeping is a subsection, en- | 


titled Linens, Blankets, Clothes, 


and Similar Items, that gives the - 


number of items for a 200-bed 
hospital. This can be used as a 
basis for figuring the number 
needed for 700 beds, depending 
upon the factors previously men- 
tioned. 

Because discard, loss and theft 
are continuous, a replacement sys- 
tem is necessary. If replacements 
are made at three-month inter- 
vals, between six and eight per 
cent of total inventory of bed 
linens and towels would be re- 
quired, with higher percentages of 
garments and other clothes items. 
It is possible, therefore, that re- 
placements each year may be any- 
where from 25 to 30 per cent of 
the total linen supply in use. Of 
course, if the hospital is operating 
with lower inventory and faster 
turnover than normal, these per- 
centages will be even higher. A 
semi-annual inventory will give 
an indication of the linen stock on 
hand and the accuracy of the re- 
placement system.—JOSEPH A. 
WILLIAMSON. 
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TEMPERATURE and HUMIDITY CONTROL 
For all types of Hospital Heating and Air Conditioning 


Thermostatic Controls for: Hydrotherapy, Shower Baths, Water and Fuel 
Oil Heaters, X-Ray Developing Baths, Dishwashers, Laundry Dryers, etc. 


POWERS CONTROL PROVIDES UTMOST COMFORT AND 


POWERS CONTROLS FOR HYDROTHERAPY, SHOWER BATHS AND WATER HEATERS, “ETC. 
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MODERN CONTROLS for new or existing buildings 
When you think of automatic temperature control, 
think of Powers. No other firm makes so many of the 
important controls required in modern hospitals. For _ 
further information on control for your building con- 
tact our nearest office or write us direct. Our more 
than 60 years experience should be helpful to you. | 


Py 


(b@s) 


in THE POWERS REGULATOR-COMPANY © skoxkie, 


eEPENDABLE 
| D 
| utomatic Systems of 
FOR 
ilable 
powers SERVICE Avaiid 
in 60 Cities in the U.S 
Canada and Mexico 
3 See your Phone 
or write us direc! 
: 
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FASTER, BROAD SPECTRUM ACTION In a few minutes — sometimes only seconds — 
highly dilute solutions of new, nonselective WESCODYNE kill a wide variety of 
organisms, ranging from tubercle bacillus, S. — escherichia coli, salmonella 
typhosa, to influenza virus. 


CLEANS AS IT DISINFECTS ‘The active ingredients of WESCODYNE are newly de- 
veloped detergent-iodine complexes — chemically known as iodophors. In addition to 
their antibacterial effect which lasts up to seven days, these complexes have detergent 
action strong enough to make cleaning and disinfecting possible in one operation. . 
NO “HOSPITAL SMELL’ WESCODYNE has no appreciable odor. No offensive or 
obnoxious “hospital smell” lingers after disinfection. In recommended use concentra- 
tions, WESCODYNE is also nontoxic, nonirritating and nonstaining. _ 
COLOR INDICATES STRENGTH WESCODYNE solutions (75 ppm available iodine 
recommended strength) have a rich amber color which fades with use — providing a 
reassuring and convenient indication of germicidal power. As long as any degree of 
amber color remains, germicidal action is present. 
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CLINICALLY PROVED In use today by many leading hos- 
pitals, WESCODYNE has been thoroughly tested, proved 
and compared in the laboratories of independent research 
authorities. Some of their findings are summarized in the 
following paragraphs. 

More Effective Germicide In comparative tests with three 
common disinfectants, only WESCODYNE was able to 


kill and completely stop bacterial growth in ten succes- _ 


sive contaminations by rings carrying the same organisms. 
The table below lists the number of positive tubes (those 
having bacterial growth or incomplete kill) found after 
each contamination. | 


Wescodyne Sodium 


. 75 ppm Hypochlorite Phenolic poun 
Organism caine 100 T 1:100 200 
S$. choleraesuis 0 5 0 
_M. pyogenes 


var. aureus 0 2 


The method used was developed by the USDA to confirm recommended 
use dilutions based on phenol coefficient studies. 


In other tests, the capacity of WESCODYNE for germi- 
cidal action was found to be over three times that of 
use dilutions of sodium hypochlorite or quaternary. 

Highly Virucidal WESCODYNE has been found to com- 
pletely inactivate polio virus within two minutes. Under 
identical conditions, a widely used cresylic type disinfec- 


tant (at recommended use dilution) failed completely 


to inactivate the virus. 


Against influenza and Newcastle disease viruses, investi- 


gators found WESCODYNE virucidal at dilutions as low 
as 1 ppm available iodine, in contrast to the suggested use 


concentration of 75 ppm. The results below demonstrate > 


this potent action against influenza virus. 
VIRUCIDAL ACTION VERSUS INFLUENZA VIRUS 
Controls No. of Lethal Total Posi- Total Nege- 
No. of E Doses of Virus/ tive : tive E 
5 19s 5/5 of 
10 5/5 0/5 
Wescodyne lodine No. of Lethal Contact Total Nega- 
conc. Doses of Virus/ Time tive 
2 min. 5/5 
10 2 min. 5/5 
40 103 2 min, 5 
10 2min, /s 
1 10 2 min. 5/5 
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Nontoxic, Nonirritating In studies of acute oral toxicity, 


~ and also of skin irritation and sensitization (Schwartz 


and Repeated Insult Methods) WESCODYNE was found 
to be nontoxic at use dilution and neither a primary irri- 
tant nor a sensitizer. 


costs 
At its highest recommended concentra- 
tion (75 ppm available iodine), WESCO- 
DYNE costs less than 2¢ a gallon to use. 
And it mixes quickly, saves time. 


PROFESSIONAL USES * THERMOMETERS * - ISOLATION AND 
TERMINAL DISINFECTION TECHNIQUES * SURGICAL INSTRUMENTS 
© RUBBER GOODS * SINGLE WASH-UP OR SCRUB PROCEDURES 
HOUSEKEEPING USES * WALLS * FLOORS * DISHES * METAL 
TABLES AND CABINETS * UTENSILS , 


OTHER AREAS OF USE * MORGUES * ANIMAL ROOMS * 
KITCHENS & CAFETERIAS * LAVATORIES © CLINICAL LABORATORIES 


Dept. H 


West Disinfecting Company 
42-16 West Street 
Long Island City 1, N. Y. 


Please send me your technicol booklet describing WESCODYNE 
disinfectant ond cleaner. 
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EXCLUSIVE 
ELECTRON 
SHARPOMETER.- 


Guwunited A-S-R BLADES 
THE SHARPEST EVER MADE! 


The NEW EXCLUSIVE A. S. R. 
the only device of its kind in the world. 


measures the CRITICAL EDGE-F INENESS < 
every lot of 
A. 8. R. SURGICAL BLADES 


EDGE-FINENESS determines perfect cutting 

_ qualities. Sharpometer Edge-Fineness tests enable 
A. S. R. to guarantee .. . precise, uniform 
sharpness and dependability for every single blade! 


NEVER AGAIN will the surgeon suffer embarrassment due to dull 
blades. A.S.R. SURGICAL BLADES... Sharpometer tested... 
are your safe-guards. 


PROVED SHARPNESS: Sharpometer tests on competitive blades 
including re-sharpened ones, have proven... beyond a doubt... 
A.S.R. SURGICAL BLADES are uniformly sharper. 


_ NO WIPING REQUIRED — blades are wrapped in rust inhibiting paper. 


EVEN THE PRICE IS A PLEASANT SURPRISE 


eenaene, write or telegraph NOW for New Descriptive Booklet — 
“SHARP SURGEONS’ STEEL” 


AMERICAN SAFETY RAZOR CORPORATION 
HOSPITAL DIVISION 


380 MADISON AVE., NEW YORK 17, N. Y. 
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Broad spectrum antibiotic of choice 


STECLIN 


HYDROCHLORIDE 


SQUIBB TETRACYCLINE HYOROCHLORIOCE 


With Steclin, blood levels are fully effective; distribution to 
tissues and body fluids is efficient. e Tetracycline is pre- 
ferred to oxytetracycline or chlortetracycline because the 
incidence of gastrointestinal side effects is much lower. e 
As with all broad spectrum antibiotics, overgrowth of non- 
susceptible organisms (particularly monilia) may occur. 


50 and 100 mg. capsules. Bottles of 25 and 100. 
250 mg. capsules. Bottles of 16‘and 100 / Minimum adult dose: 250 mg. q.i.d. 


The first safe antifungal antibiotic 


MYCOSTATIN 


NYSTATIN 


Mycostatin is highly effective in the prevention and treatment 
of intestinal moniliasis. It usually eliminates Candida from the 
stool in 24 to 48 hours. e Mycostatin may be used in conjunc- 
tion with broad spectrum antibiotics in order to prevent intes- 
tinal proliferation of Candida occurring during oral admin- 
istration of these compounds. e Mycostatin is virtually non- 
toxic and is compatible with commonly used oral antibiotics. 


500,000 unit tablets. Bottles of 12 and 100 { Usual dose: 500,000 units t.i.d. 
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Each fluidounce contains: 

Neomycin sulfate . . 300 mg. (4% grs.) 
[equivalent to 210 mg. (314 grs.) neo- 
mycin base } 
Kaolin ...... . 5.832 Gm. (90 grs.) 
0.130 Gm. 2 grs.) 
Suspended with methylcellulose . 1.25% 


Supplied: 
6-fluidounce and pint bottles 
The Upjohn Company, Kalamazoo, Michigan 


| Upjohn 
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MULTIFIT Syringes cost less fo uve because thee ¢ 


rate of replacement isower— 
the clear glass barrel virtually eliminates 


loss from frigtion and 


& 


cost of is lower—in case 


3 the unbroken part jin use. 


ease and speed of assembly cut handling time — 


BECTON, DICKINSON AND 
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C) NLY BARDEX® Balloons have reinforcine ribs 
which assure the uniform distention so necessary fot a 
proper retention and effective hemostasis i : 
Specify BARDEX® Foley Catheters 
‘The Accepted Standard of Excellence” 
Available in 44 stvles 
C. BRAD. Summit, New Jers 


aN OW there's a POLAR WARE 


1 Needle and Syringe Sterilizer 
to help you gain time 
and save steps” 


Wix you can assemble—and carry—24 syringes 
and needles for hypodermic injections in one handy, 
compact sterile box, think of the steps that you save, 
the time that you gain wherever you work .. . in 
ward rooms, central supply, surgery or outpatient 
clinic. Even more, there is no need to wrap syringes 
or needles for sterilizing — for this Polar sterilizer 
of heavy gauge stainless steel is designed for auto- 
claving. It provides individual syringes and needles 
ready for instant use without breaking the sterile 


Polar Ware Co “SHEBOYGAN, WISCONSIN 


Lexington Ave "123 s. Senate Fe Ave. Offices in 


los Angels 12 Califorma 


Room New York i7 


Polar $-405 Needle and Syringe Steril- 
izer — with slide-on cover. Rack holds 
24 needles and 24 syringes — either 2CC 
er SCC, or a combination of twelve 2CC 
syringes and twelve SCC syringes. 


field. And because it’s Polar Ware, you know it's 
right. Pans, covers and racks have well-rounded 
corners for safe and easy cleaning. Pan bottom is — 
paneled to permit stacking. Time and again this 
Polar sterilizer will repay its small cost over the 
years that it will serve you. 


Ask the supply house men who call about this 
functional, practical new addition to the Polar line. 
You'll find the best of them carry 

Polar Ware. 


*Desiqnates office and warchouse 
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Color, warmth, attractive styling —a far 
cry from the cold institutional atmosphere 
of yesterday — find expression in this 
Chicago Memorial Hospital room, recently 
refurnished with Simmons’ new “Pictura” 
Furniture. 


Here is an entirely new concept in steel 
furniture, blending attractive color and 
contemporary styling into smooth unbroken 
lines that mean easy maintenance. “Pictura” 
does away with protruding pulls. Self-banded 
Zalmite tops in harmonizing colors are 
burn, scratch and mar-resistant. 


Diaplay Rooms: 

Chicago 54, Marchandise Mart 
New York 16, One Pork Avenue 
San Francisco 11, '295 Bay Street 
Atlanta 1, 353 Jones Ave., N. W. 
Dalles 9, 8600 Harry Hines Bivd. 


Simmons Company 


The 100-room Chicago Memorial. Chicago's 
oldest private hospital, is refurnishing com- 
pletely with Simmons. They've found by 
experience that for durability, ease of main- 
tenance, style and beauty, there is no better 
value than Simmons furniture and equip- 
ment. For modernizing or new construction, 
call your hospital supply dealer, or write 
Simmons, for helpful advice. 

Above: Chicago Memorial Hospital's 
newly modernized rooms are equipped with 
Simmons’ “Pictura” furniture, as shown 


here in Slate Gray with Pale Mist. 


durable steel top. 


“Picture” Von-D-Dressers serve os 
vonity, desk ond dresser. Shown 
here in Moche with Fown. Has 


CONTRACT DIVISION 


Bedside Tobles ore attractively “pic- 


ture framed” in the style thot gives 
his furniture its nome. Illustrated 
here in Dove Green with Groy, ond 
with self- bonded Zoaimite top. 
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and in drinking tubes it’s FLEX- STRAW 


- ins? 


BE MODERN...60 10 PAPER 


Today, with labor costs at an all time high, OF HOT AND COLD LIQUIDS 
disposable paper products have become .. SANITARY 

an important thrift element to the fe ~—SCOiséOSSPOSSAABLEE 

modern hospital. Safe, disposable aes COMFORT AND SAFETY. 

paper products release employees for FOR THE PATIENT 

more important tasks by eliminating the 

need for collecting, sterilizing and 

reissuing items in everyday use. Important 
| too, disposable paper products eliminate 
| the possibility of communicating disease 
and the danger of injury due to breakage. 


NDS TO ANY ANGLE 


j 


| Pay for themselves in 
w On 
Sterilization savings alone! 


LITERATURE 


| Flex-Straws 


Canedian Distributors: 
INGRAM & BELL LTD. 
Headquarters: Toronto 
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WITH iVORY SOAP 


Hospital people don’t have to be reminded about the — 
quality of Ivory Soap. Ivory’s widespread use in Ameri- : 7 
can hospitals over the past 75 years _ ample 
proof of this. 


But perhaps you’ve never stopped to consider the im-— 
portant economy features of this most famous of all 

toilet soaps. Actually, Ivory saves you time and money . 
three ways. 


(Larger size cakes cost less per ounce and ‘are less 
wasteful.) 
Fast lathering qualities. 
\ Ivory’ s rich, generous lather rolls up fast—saves 
@ Precious minutes for busy nurses. 
Ivory is a splendid combination of efficiency and economy. It’s as easy on 


No Waste. Because Ivory is pure and free from 
hospital budgets as it is on sensitive skins. 


‘The greater economy of the generous size cakes of 
Ivory commonly used in the modern hospital. 
9. strong perfume, ‘“‘remainders’’ can be saved for 
countless behind-the-scenes cleansing 


99 44/100% PURE- 
IT FLOATS 
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COMPARE THESE FEATURES 


. Totally enclosed heavy duty motor... 
requires no lubrication... rubber mounted to 
insure quiet, vibrationless operation 


@ 32 oz. suction bottle 


e Simple filtering system...suction gauge 
and regulating valve 


@ Durable finish... Sklar two-tone baked ename! 


\ PRODUCTS / 
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Sklar Equipment is available through 
accredited surgical supply distributors 
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An entirely new... 


sorbent, cellulose 
problem of excess lactation. 


AND SUBSIDIARIES 
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Absorbent Breast Pad 


Soft, non-woven cotton, ab- Contour shape aids in reducing Soves time: day's supply may Easy on budget; no preporotion, 
filled—solves frequency of retracted 


nipples be autoclaved, issued in original no waste; patient can purchase for 
“lazy feeders."’ corton and applied by mother. home use; help defray your cost. 


Aloe Contour Breast Pad —£conomically solves the problem of 


excess lactation of nursing mothers 


Since we originally announced Aloe Contour Breast Pads, hospital 
after hospital has overwhelmingly accepted the infinitely more comfort- 
able, more effective and even more economical technic made possible 
by these pads. The reason is simple. It takes hours of hospital personnel 
time to “manufacture” improvised pads of gauze, hospital pads, etc.; 
additional time to apply, and the results are seldom satisfactory. Too, 
ordinary nipple protectors of hard materials are uncomfortable, time- 
consuming to prepare, and create another repeating sterilization prob- 
lem. Aloe Contour Breast Pads are anatomically shaped to fit the breast 
with full coverage of nipple, areola and a generous adjacent area—3% 
inches in diameter. Patients like them because of their unobtrusive 
appearance and the protection they afford to clothing. Made of non- 
woven layers of cotton filled with soft, highly absorbent cellulose — 
non-allergenic, non-irritating, helpful in preventing retracted and 
cracked nipples; a great aid in applying medication. They present an 
easy storage problem. They are disposable and therefore eliminate 
repeat sterilization. A total of 757 hospitals from coast to coast have 
now adopted Contour Breast Pads as routine. 
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ST. CHARLES HOSPITAL 
CHOOSES CRANE 


In hospital after hospital Crane plumbing is preferred 


because each fixture in the Crane line is designed 
for a specific service. 


Only Crane makes hospital fixtures of Duraclay. 
Duraclay is a vitreous glazed earthenware material 
developed especially for large hospital fixtures. 

It is unaffected by thermal shock. It is impervious 
to acids or stains and is easy to clean. 


Only Crane offers Dial-ese water controls. 
Instead of closing against the flow of water, 
Dial-ese closes with it. Water pressure helps hold 
valves closed . . . so no dripping! And to make 
maintenance easy, all moving parts of Dial-ese are 
enclosed in a simple replaceable cartridge. 
Maintenance man can slip out an old cartridge and 
replace with a new one in less than a minute. © 


And, there are many other reasons, too! 
Your Crane Branch or Crane Wholesaler will be glad 
to give you complete information. 


St. Charles Sisters of Toledo, Ohio. 
Architect: Robert J. Reiley & Associates. Con- 
tractor: Robert Carter Co., Toledo, Ohio. 


-yniform water circulation to within 2° F. 


Right, Crane instrument sink. Left, 
Crane flushing rim service sink. Both | 

of Duraclay to resist thermal shock and 
“crazing” of china surface. Both fix- 
tures have Dial-ese controls. 


Crane bath of 
enameled cast iron. Bath with controls maintains — 
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Examination room lavatory, the Crane “Norwich” of vitreous china. Fitted 
with knee-action mixing valve with Dial-ese type control. Quick draining | . 


3 Securo waste. 


CRANE CO. ITS SECOND CENTURY 
General Offices: 836 S. Michigan Ave., Chicago 5, lil. | 


VALVES - FITTINGS + PIPE - KITCHENS - PLUMBING » HEATING 
Founded July 4, 1655 % 
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what are the 3 Pr” Sof buying B and C vitamins? 
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for the nurse 
P PFOR PRACTICALITY... 
7 new “‘color-break’’ampuls... 
no files needed . . . Berocca-C I 
can be administered either by 
injection or in parenteral 
nutritional fluids. 
for the physician 
P FOR POTENCY BEROCCA-C 
is a concentrated source of 
PACKASING .» BEROCCA-C B-complex and C vitamins. 
S available " ampuls and Also available as Berocca-C 500 with | 
multi-dose vials ready 500 mg of vitamin C per unit. Indicated for - | 
for immediate use... . preoperative build-up and postoperative Hl 


requires no mixing or diluting. nutritional reinforcement. 
Saves time, saves space. 3 


BEROCCA-C scsi 


P 2-cc ampuls, boxes of 6, 25 and 100; 
- | vials, 20 cc, boxes of 1 and 10. 
| BEROCCA-C 500 


{ Duplex ampuls, (one containing Berocca-C and the other containing 400 mg 
| | additional! Vitamin C Sodium Injectable ‘Roche’), boxes of 6 and 50. 


Ordon direct from "Roche at ries — 


HOFFMANN-LA ROCHE INC - ROCHE PARK - NUTLEY 10-N. J. 
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—a new year dawns 
We would like to take this opportunity, 
in this first issue of HOSPITALS for 1955, 
to extend to all of our members and other 
colleagues our sincerest wishes for a happy 
and successful New Year. This year, as other 
years, will bring to all of us new chal- 
lenges. We have met many in the past and 


we are confident that we shall continue to. 


meet them in the future. We hope the New 


- Year brings you success in the many good 


things you are striving for! 


—a new task for the AHA 


By action of its House last June and its 
Board last November, the American Medical 
Association has discontinued its program 
of registration of hospitals and its col- 


lection of hospital statistics which it > 


published annually. | 

The work the AMA has done in hospital 
registration and statistics has been of 
tremendous value to the field. It is the 
sort of job that must be done but for which 
the doer rarely gets the credit the job 
deserves. Those of us who are in the field 
know that the AMA's decisionto give upthis 
task leaves a void which simply must be 
filled. 

The Board of Trustees of the American 
Hospital Association has decided to meet 
this need by expanding the Association's 


work in hospital statistics and in its an-. 


nual listing of hospitals. For almost a 
decade, the AHA has been gathering such data 
and itis proper that it become the acknowl- 
edged source of primary information on hos- 
pitals, the position it will now assume. 

The Joint Commission on Accreditation of 
Hospitals has decided to use the listing of 
hospitals by the AHA in the Administrators 
Guide section of HOSPITALS, as one of the 
prerequisites to a survey for accredita- 
tion. The Commission is putting this ruling 
into effect immediately and will so notify 
all hospitals in the next issue of its bul- 
letin. The Commission previously used reg- 
istration by the American Medical Associ- 


ation as one of the criteria for undertaking 


a survey. 

Recognition of a hospital by the AHA will 
be vital in such things as accreditation, 
Blue Cross contracts, etc. The facts it 
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editorial notes... 


gathers and publishes will be used by work- 
ers inall fields as they study health prob- 
lems with hospital ramifications. 


—pleas for understanding 


"The basic and most important factor in 
maintaining unity in the hospital," writes 
Dr. Frank R. Bradley in his presidential 
letter in HOSPITALS this month, “is the 
relationship between the hospital and phy- 
sician." 

As he says, whatever hampers either hos- 
pital or physician, or both, lowers the 
quality of patient care. 

Dr. Bradley says that in order to develop 
the best possible relationships between 
hospital and physician, we must improve 
the channels of communication between them. 
He urges “logical, thoughtful and even 
idealistic efforts" to develop such rela- 
tionships. 

A similar appeal was made to the medical 


profession at the AMA's clinical meeting. 


late last year by President Walter B. Mar- 
tin. In his address to the House of Dele- 
gates, Dr. Martin said that many hospital- 
physician problems are “due to lack of a 
proper understanding of the viewpoints and 
purposes of the two groups. I would urge 
that the recommendations of the American 
Medical Association and the American Hos- 
pital Association be widely carried out by 
developing effective liaison between hos- 
pital administrators and the prot 
staffs." 

Dr. Martin also impressed upon physicians 
their obligation to “devote our best ef- 
forts to supporting the hospitals in their 
proper activities in the field of health, 
by conserving their resources and by gain- 
ing for them the financial support they 
need." 

While hospitals and physicians may differ 
from time to time over the definition of 
"proper activities," we must not let these 
differences obscure our joint obligation 
to the patient. All of our issues must be 
measured against the yardstick of "what is 
best for the patient." If we all keep this 
well in mind and if hospitals try to under- 
Stand physicians’ viewpoints and vice- 
versa, eventual solution of our problems 
is inevitable. 
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The Joint Conference Committee required 
by the Joint Commission on Accreditation 
is an excellent device to promote this mu- 
tual understanding. 


—indictment of the emergency reom 


tal care is the emergency room attention 
to the injured in most hospitals in this 
country.” 

This disturbing indictment of hospital 
accident rooms was not made by a disgruntled 
critic of hospitals. It was made by Dr. 
Robert H. Kennedy in his oration on trauma 
to the Clinical Congress of the American 
College of Surgeons last November in Atlan- 
tic City. 

Dr. Kennedy addressed these questions to 
his audience of surgeons: 

"Do you believe that, if you suffered ac- 
cidental injuries including possible ab- 
dominal trauma and were brought unconscious 
and unidentified into your own emergency 
room, the intern and resident staff has 
"been so trained that you would be handled 
in a way which would probably save your 
life?' 

"How long is it since you have had a med- 
ical board survey of your emergency room?" 

The importance of the accident roon, not 
only in caring for the injured but in es- 
tablishing good (or bad) public relations 
for the hospital, was stated by Dr. Kennedy: 

"Any type of person may sustain an injury 
and come to the emergency room. The first 
impression made on him as to promptness, 
organization, human kindness and effective 
treatment may well remain his lasting inm- 
pression of that particular institution 
for the rest of his life... All personnel 
in the emergency department at all hours 
must develop team work which will not break 
down under stress. 

"The weakest spot in the whole system of 
care of accidents," Dr. Kennedy said, "is 


in that uncertain period of time between . 


arrival in the institution and definitive 
care in the operating room or bed. We must 
accept more responsibility for what goes 
on inthis twilight period, sometimes last- 
ing several hours, if we hope to improve 
the shocking death rate from our fashion- 
able killer." 

The hospital administration and the med- 
ical staff have a joint responsibility to 
see to it that the care provided in the 
emergency room is as good as the care given 
elsewhere in the institution. Constant 


evaluation must be made of the emergency 
room to be sure it is properly equipped and 
properly staffed with trained personnel. 
This is the hospital unit that is on the 
front line of our fight against the increas- 
ing deaths and maimings from accidents. 


—willing and able helpers 


The amount of good that a well-organized 


auxiliary can do for hospitals, individu- 
ally and generally, is almost unlimited. 


They have already proved themselves mighty 
allies of our hospitals and the growth of 
the auxiliary movement in the American Hos- 
pital Association has been exciting indeed. 

Mrs. Cecil D. Snyder, chairman of the AHA 
Committee on Hospital Auxiliaries, made a 
dramatic presentation at the recent joint 
council meeting of the AHA. She cited the 
fac that in the five years since the AHA 
established its formal auxiliary program 
with Type V membership available to the 


- auxiliaries, there has been an increase to 
more than 1,000 members, with more than 


one million men and women working in these 
organized groups. 

Example after example of the value of an 
organized auxiliary exists in hospitals 
without number and in many of our states. 
But it would be incorrect.to say that all 
hospitals or all state associations have 
lent the hand of encouragement which is so 
important to the auxiliaries as they go 
about their volunteer efforts in our be- 
half. 

States like Michigan and Mississippi, to 
name just two of many, have cashed many a 
dividend because of their cooperative atti- 
tude toward the auxiliary workers. Some 
state groups may be reluctant to embark on 
a full-fledged auxiliary program because 
of the lack of knowledge of the proper or- 
ganizational pattern. 

The pattern which seems to have proved 
most successful—dit has worked well in the 
American Hospital Association—is to have 
the auxiliaries as an integral part and an 
actual working unit of the association or 
council. 

The state association which expends a 
little extra effort in developing a strong 
auxiliary program will find that it has de- 
veloped a legion of public relations ambas- 
sadors for all of its hospitals. The aux- 
iliaries want to help our hospitals. We are 
shirking both a responsibility and an op- 
portunity if we don't do everything to help 
them do so. 
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A survey in Maryland 
shows that nearly 

12 per cent of the general 
hospital patients have 
been there 30 days 


or longer— 


EDICAL KNOWLEDGE of a par- 

ticular disease largely de- 
termines whether general hospital 
care is appropriate for patients 
with that disease. When the com- 
municable nature of tuberculosis 
was established, for example, 
those patients were removed from 


general hospitals and placed in 


special institutions for the tuber- 
culous. Control of communica- 
bility made it feasible later for 
the tuberculosis patient to be 
brought back to the general hos- 
pital for surgery, for drug therapy 
and for acute conditions requiring 
short-term care in a general hos- 
pital. 

Similarly, patients with other 
chronic diseases may need care in 
general hospitals, some for very 
short periods but others for ex- 
tended periods of diagnostic work- 
up, medical or surgical treatment 
and the other services that are 
provided. In some instances, full- 
est utilization of hospital services 
for these patients is not made be- 
cause of lags in the application of 


available medical knowledge or > 


fear on the part of the. hospital 
that the patient will stay longer 
than necessary and perhaps be un- 
able to pay for his care. In other 
instances, attitudes of the patient 
~ ‘Dr. Roberts is director, and Mr. Krueger 


research associate, of the Commission on 
Chronic Illness, Baltimore. 


one in 


and his relatives toward illness 
make them want to prolong thé 
stay in the general hospital be- 
yond the point where such care is 
needed. 

It has been said that longterm 
chronic disease patients are oc- 
cupying general hospital beds 
needed for care of acutely-ill 
short-term patients. In prepara- 
tion for the National Conference 
on Care of the Longterm Patient, 
a study group' stated that “in- 
formation is needed as to the pro- 
portion of general hospital pa- 
tients who are longterm but who 
are in need of services provided 
outside the hospital .. .”’ Elemen- 
tary facts of the numbers of long- 
term patients, let alone the reasons 
why they remain in general hos- 
pitals, have not been available. 

Data on length of stay in gen- 
eral hospitals have usually been 
limited to approximate average 
length of stay (annual patient- 
days divided by annual admis- 
sions). In some instances where 
the distribution of . discharged 
patients by length of stay is 
known, as from records of prepay- 
ment insurance plans, comparative 
information on diagnosis and other 
characteristics of the patients is not 
available, and even length-of- 

1. Unpublished report, “The Patient in 


an Institution,” Commission on Chronic 
Iliness, 1954. 
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stay data on patients whose stay Re 
exceeds the maximum benefit x LEGEND —— 
period are incomplete. - 
| ALL PATIENTS | 
SURVEY METHODS > 70 (incleding obstetrical) 
Two methods of surveying ALL PATIENTS 
length of stay and characteristics g 60 LJ (excluding obstetrical) 
of patients are: ~ 
tients as they are discharged (or S 50 peers 
a retrospective search of records fe 
of all patients discharged during om 40 chia 
a given period). 
2. A one-time census of patients 4 30 
in the hospital on a given date, 2 a 
with particular attention to those Ss 
who, at date of the census, have oe 
been in the hospital a long time. o 10 ld 
The first method is time-con- 2 
suming and laborious, provides a 


picture of total length of stay in 
relation to characteristics of 
patients, and fails to show accur- 
ately hospital utilization by long- 
term patients because the repre- 
sentation of patients in the survey 
is inversely related to length of 
stay. The second method is 
quickly and easily done, provides 
a picture of length of stay only to 
the date of the census, but shows 
accurately the characteristics of 
patients in hospitals at a given 
time and the proportion of patient- 
days of care given to various types 
of patients.’ 

The Commission on Chronic IIl- 
ness has made a survey of all 
patients in general hospitals in 
Maryland, with the codperation of 
the Maryland-District of Colum- 
bia-Delaware Hospital Associa- 
tion and hospital administrators. 
In addition to providing informa- 
tion about the population of gen- 
eral hospitals, it rounded out the 
picture of patients in all types of 
institutions providing longterm 
nursing care in Maryland, de- 


scribed elsewhere.’ It was design-. 


ed to determine the number of 
longterm patients in general hos- 
pitals, their characteristics and the 
hospital services they had re- 
ceived. Longterm patients were 
defined as those who had been in 
the hospitals 30 days at the time 
of census. An average stay of 30 
days is the dividing line used by 
the American Hospital Associa- 

2. Disc 
over of patients. whereas tients in a 
census represent hospital utilization. Each 
short-term and longterm patient repre- 
sents one discharge, but each may have 
received different number of days of care. 


3. American Journal of Public Health, 
Vol. 44, No. 4, April 1954. 


ed patients represent turn- 


6 


tion in describing hospitals as 
short-term or longterm. It is ex- 
pected that most patients who re- 
main 30 days will remain a sub- 
stantially-longer period of time, 
and at discharge will either (1) 
need some type of follow-up care 
or (2) be left with some residual 
defect or impairment. 

Brief information was listed on 
each patient in the hospital on a 
given date. For each patient who 
had been in the hospital 30 days 
or more at the time of the census, 
a detailed schedule was completed 
by reference to patients’ charts and 
nursing notes and by conversa- 
tions with floor nurses, social ser- 
vice, the finance office and, in 
some instances, the patient. A let- 
ter from an official of the hospital 
association introduced the survey- 
or who visited each hospital, and 
the administrators and staff of the 
hospitals were most codperative. 
The major part of the field work 


‘was performed during the sum- 


mer months by a medical student 


on a fellowship from the National | 


Foundation for Infantile Paralysis. 
The Maryland State Department of 
Health assisted with tabulation of 
the data. 


COVER 39 HOSPITALS 


There are 41 nonfederal general 
hospitals in Maryland, with bed 
capacity of 6,950 and a patient 
census of 5,255. The data pre- 
sented here include 39 hospitals 


with 6,833 beds and 5,161 patients, 
or 98.5 per cent of all patients. 
Special units for mental, tubercu- 
losis and chronic disease patients 
in three hospitals are excluded 
from the data presented here. Data 
were gathered on dates in July to 
September 1953, from 34 hos- 
pitals, and in February’ 1954, 
from five others. The. dates of 
gathering data were determined 
by the availability of staff rather 
than as attempt to measure sea- 
sonal differences in occupancy and 
the number of longterm patients. 
It is known that occupancy is 
high during the early part of the 


year and low during the latter 


part; for a large group of hospitals 
combined, however, the high and 
low month would vary from the 
annual average by only about 3 per 
cent of capacity. 

The percentage occupancy of the 
39 hospitals combined, at the time 
of our census, was almost identi- 


' eal with the annual average for 


the 39 hospitals combined. It is in- 


teresting to note, however, that | 


the percentage occupancy for hos- 
pitals in Baltimore was below 
their annual average, while the 
occupancy of hospitals in the 
counties of Maryland was above 
their annual average, despite the 
fact that all but one hospital in 


the counties were surveyed dur- | 


ing August or September—months 
of generally-low occupancy. This 


suggests that the pattern of oc- 
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cupancy may differ between hos- 
pitals in large cities and primar- 
ily-rural areas. 

At the time of the survey there 
were about 1,000 chronic disease 
hospital beds in operation in 
Maryland, in addition to pro- 


prietary and nonprofit nursing 


homes; their existence may affect 
the extent to which longterm 
patients. were found in general 
hospitals. It seems reasonable to 
assume that in states having pro- 


portionately-fewer chronic disease 


hospital beds, longterm patients 
would comprise a larger propor- 
tion of general hospital patients 
than was found in this survey. 


UTILIZATION 


-Nearly one-eighth of the 5,161 . 


patients in the survey (601, or 
11.6%) had been in the hospitals 
30 days or more at the date of the 
census. On the assumption that 
census taken on other days would 
show similar figures, this means 
that nearly one-eighth of. all 
patient days are devoted to 
patients who have already spent 
30 days in the hospitals. 

Only two hospitals—small pro- 
prietary ones— had no longterm 
patients. Half (19 of the 39) had 
longterm patients, ranging from 


9 to 13 per cent of their census. — 


As the percentages for individual 
hospitals could vary substantially 
over a period of time, this heavy 


concentration within a narrow 


range appears to reflect a situation 
that is general in nature and 
common to many hospitals. The 
longterm patient percentage was 
the same for hospitals in Balti- 
more and for those in the counties. 

By Age. General hospital patients 
comprised 22 per 10,000 general 
population, and longterm patients, 


oo per 10,000. It would be ex- 


pected that inhospital rates would 
vary substantially with age, being 
high for infants (even though 
newborns are excluded), low dur- 


4. The major hospital service area cut- 
ting across Maryiand state boundaries and 
involving substantial populations is the 
Washington, D. C. area. 1950 survey by 
the Montgomery County Hospital Facilities 
Advisory Committee covering about half 
the Maryland population in this area 


-suggests that the net census loss to hos- 


itals outside Maryland is about 250 pa- 


of-state patients; 16% of the long-stay 
~ in Hopkins (2.5% of the state to- 

) were from outside Maryland. This 
interstate movement of patients does not 
serious! —— inhospital rates based 
on the general population. 
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ANNUAL NUMBER OF DAYS HOSPITALIZATION PER PERSON 
(PROJECTED) AND RELATIVE RISK, BY AGE GROUP 


In 
PER 10,000 PERSONS | NUMBER OF DAYS) picy 
BY AGE GROUP al 
PATIENTS) ~ PATIENTS 

Under |* 44.0 44.0 1.6] 2.0 

1-4 8.4 8.4 30 0.4 

5-14 6.9 6.8 .25 0.3 | 
15-24 17.3 8.8 63 0.8 7 
25-34 19.7 12.0 72 0.9 7 
35-44 21.6 19.3 79 1.0 | 
45-54 27.9 27.8 1.02 1.3 . 
55-64 37.0 37.0 1.35 1.7 7 
65-74 48.2 48.2 1.76 2.2 7 
75-84 67.5 67.5 2.46 3.1 7 
85 and over| 83.0 83.0 3.03 3.8 : 
All ages‘ 21.9 18.9 .80 1.0 


|. Age-specific inhospito! rate, multiplied by 
10,000 to change radix from 10,000 to |. 
2. Relative risk: ratio to 1.0, which expresses the relative risk of popu- 


lation as a whole. 
3. Excluding newborn 


4. Excludes 37 persons for whom age was not reported. Data gathered 


July to September |953 from 


five hospitals. 


hospitols, in February 1954 from 


365 days and divided by = 


AGE DISTRIBUTIONS IN MARYLAND 


PERCENTAGE DISTRIBUTION 
— GENERAL PATIENTS IM GENERAL HOSPITALS 
POPULATION TOTAL CENSUS | LONGTERM PATIENTS 
TOTAL 100.0 100.0 100.0 
Under | 2.1 4.2 7.0 
\-4 8.9 3.4 3.2 
5-14 15.7 4.9 5.2 
15-24 14.6 11.6 3.8 
25-34 17.6 15.9 7.7 
35-44 14.8 14.7 8.7 
45-54 11.3 14.4 12.7 
55-64 ef. 13.3 17.0 
65-74 4.8 10.5 17.0 
75-84 1.9 5.8 14.0 
85 and over a 1.2 3.7 | 
NUMBER OF PATIENTS PER 10,000 POPULATION : 
|| All Patients White Nonwhite ? 
AllPatients || ~—.22.01 21.97. 22.24 
Male} 17.49 17.18 | 
Female|| 26.51 26.72 25.45 
Longterm Patients| .2.56 2.42 3.30 q 
| Mole|}4 2.51 2.29 3.61 
Female 2.62 2.55 2.99 7 
LENGTH OF STAY OF PATIENTS IN A CENSUS OF GENERAL HOS- 
PITALS 
LENGTH PER CENT LENGTH PER CENT 
OF STAY DISTRIBUTION OF STAY DISTRIBUTION 
Less than | week 50.0 7 Weeks, up to 8 ary ==: = 
| Week, up to 2 23.2 8 Weeks, up to 9 0.9 sh 
2 Weeks, up to 3 9 Weeks, uptoi0 | 0.7 
3 Weeks, up to 4 4.8 10 Weeks, up to || 0.5 , 
4 Weeks, up to 5 3.3 11 Weeks, up to 12 04 . 
5 Weeks, up to 6 1.6 12 Weeks, up to 13 0.2 - 
6 Weeks, up to 7 1.8 13 Weeks, or More 2.6 
Total: 100.0% 


tients, or less than 5% of the Maryland 

hospital census. On the other hand, the 

Johns Hopkins Hospital attracts many out- 


— 


ing youth and young adulthood 
and increasing with advancing 
age. The magnitude of the varia- 
tion, however, is noteworthy. For 
all patients, the age-specific rates® 
range from seven per 10,000 for 
ages 5-14, to 83 per 10,000 for 
ages 85 and over—12 times as 


great. For longterm patients, the > 


range is from 0.7 per 10,000 at 
ages 15-24, to 35 per 10,000 at 
age 85 and over—50 times as 
great (see Fig. 1, p. 60). 

The increase with advancing age 
is a continuous and accelerating 
one, the only exception being that, 
for all patients, the increases be- 
tween the ages 15-24, 25-34 and 
35-44 are small because hospitaliz- 
ation for delivery and complica- 
tions of pregnancy and childbirth 
is a large proportion of all hos- 


_pitalizations in those age groups 


(49, 39 and 11 per cent, respec- 
tively). The high rates for infants 
under one year, both for all 
patients and for longterm patients, 
is largely contributed by prema- 
turity and congenital malforma- 
tion. 

It has been stated ° that there is 
great need for information on 
variation with age in the amount 
of hospital care required. Such 
data could be used actuarially in 
determining insurance risks. One 
may assume that age-specific in- 
hospital rates would not vary 
substantially from day to day or 
month to month, though additional 
surveys would be necessary to 
validate the assumption. The age- 
specific inhospital rates can be 
expressed as age-specific patient- 
day requirements per year by the 
simple expedient of multiplying 
by 365 days (Fig. 2, p. 61). 

Further, it is convenient to ex- 
press the number of days of hos- 
pitalization for each age group in 
relation to a common base, say 
the number for all age groups 
combined (Fig. 2.) The risk of 
hospitalization at various ages 
thus can be computed. The risk of 


hospitalization also could be com-— 


puted in terms of characteristics 
other than age. Differentiation by 


5. Age-specific: the number of  seagee 
in a given age group of the ulation for 
whom a particular fact is o rved, in 
relation to the total number of persons in 
that age group. In this instance, the fact 
observed is internment in the hospita! 
on the date of the census. 
6. Miller, John A.. “The Growing Prob- 
of Chronic Disease Am the Aged.” 
Journal of the American Medical Associa- 
tion, Vol. 150, Sept. 20, 1952, pp. 203-207. 


sex is the other factor shown 
later to substantially affect the 
amount of hospitalization. 

It should be remembered that 
these data represent a single cen- 
sus of 39 hospitals in one state. 
Additional surveys would be re- 
quired to explore variation in in- 
hospital rates with different sea- 
sons, different geographic areas 
and different habits of people and 
the medical profession concern- 
ing use of hospitals. The pattern 
of age-specific inhospital rates is 
so striking, however, that it seems 
likely that it would be repeated 
under different circumstances with 
minor variations. 

Although only seven per cent of 
Maryland’s general population in 
1950 was aged 65 or older, one- 
sixth (17.5%) of hospital patients 
and one-third (34.7%) of long- 
term patients are aged 65 or older 
(Fig. 3, p. 61). The median age 
of hospital patients (42 years) and 
especially that of longterm patients 
(56 years) far exceeds the 30-year 
median age for the general popula- 
tion of Maryland. | 

By Sex. There are half again as 


many females in hospitals as ~ 


males, due almost entirely to the 


‘large numbers of women in hos- 


pitals for delivery and complica- 
tions of pregnancy, childbirth 
and the puerperium. Excluding 
these patients, 51 per cent of other 
patients are female. The propor- 
tion is the same for longterm 
patients. 

By Race. The inhospital rates 
for whites and nonwhites are the 
same (see Fig. 4, p. 61). For 
longterm patients, however, the 
nonwhite rates are much higher. 
The differences between numbers 
of males and females in the hos- 
pital population described above 
are substantially the same for 
whites and nonwhites. Among 


longterm patients, however, the 


inhospital rate is higher for white 
females than white males, while 
the reverse is true for nonwhites. 

No accurate measure of need 
for general hospital care among 
whites and nonwhites is at hand. 
The fact that the longterm patient 
inhospital rate is more than one- 


third higher for nonwhites than 


for whites, while the total patient 
inhospital rates are equal, sug- 
gests the operation of some ex- 
ternal factor. This might be a dif- 


ference in availability of facilities 
below the level of the general hos- 
pital to which patients may go or 
a difference in utilization of the 
general hospital for care of some 


short-term, perhaps minor, ill- 


nesses. 

Half the patients in general hos- 
pitals have been there less than . 
one week, and nearly three- 
fourths, less than two weeks 
(Fig. 5, p. 61). The remaining 
patients were distributed in fairly 
regularly decreasing numbers over 
the longer duration—2.6 per cent 
had been in the hospitals three 
months or more and one per cent - 
(50 patients) had been there six. 
months or more. 

By Diagnosis. One-fourth (25.6% ) 
of the longterm patients had an 
admission diagnosis in the general 
category of accidents, although 
these diagnosis constituted only 
one-tenth (9.6%) of all patients 
in the hospitals. Four-fifths of the 
longterm accident patients were 
admitted with a diagnosis of frac- 
ture. Other admission diagnosis 
constituting important groups of 
longstay patients include malig- 
nant neoplasms (7.8%), vascular 
lesions affecting the central ner- 
vous system (5.8%), tuberculosis 
(5.7%), arteriosclerotic and de- 
generative heart disease (4.5%), 
other heart disease except hyper- 
tensive and rheumatic (4%) and 
prematurity (4%). 


SUMMARY 


The nature, including the short- 
comings, of available data on 
length of hospital stay has been 
examined, and a simple method 
has been described of gathering 
valuable information which, with 
little expenditure of effort, can be 
used by any hospital or related 
organization. Data from this study 
show that 12 per cent of patient 
days in the general hospitals of 
Maryland are devoted to patients 
who have already been in the hos- 
pital 30 days. Hospital utilization, 
and especially hospital utilization 
by longterm patients, increases 
tremendously with advancing age 
and varies to a lesser degree with 
sex and race. | 

The second article in this series 
of two will analyze the longterm 
patient’s characteristics, the ser- 
vices rendered and the source of 
funds for payment for care. ® 
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HE HIGH CALIBRE of medical and 
hospital care has contributed 
greatly to the increase of average 
life expectancy from 46 years in 
1900 to 68.4 years today. The 
natural sequence of such dramatic 
increase is a rise in the number of 
the chronically-ill and disabled 
patients; and inadequate utiliza- 
tion of medical and social re- 
sources often results in an insidi- 
ous accumulation of custodial pa- 
tients in many of our hospitals. This 
situation creates unnecessary med- 
ical, administrative and economic 
difficulties and gradually changes 
the character of the hospitals from 
institutions of healing and teaching 
to custodial homes. | 
One of the primary reasons for 
this accumulation of custodial 
patients in hospitals is the loose 
interpretation of the term “chronic 
illness.” This is true of both 
the public and the professions. 
Except for the obviously acute, 
short-term patient, there is a tend- 
ency to classify everything and 
everybody “chronic,” starting from 
the patient who is suffering from 
a poorly-compensated hyperten- 
sive and arteriosclerotic heart dis- 
ease down to the chipper old lady 
whose only reason for being in 
the hospital is that she has no 
home, family, friends nor funds. 


It is obvious that the needs and 


management of the two patients is 
totally different, and that the so- 
lution of their problems differs 
both therapeutically and institu- 
tionally. 

This means that if we are to 
meet the needs of our patients 
and preserve the function of our 
hospitals, we must find the method 
of critically evaluating the patients’ 
needs and provide a mechanism 
for getting them to the proper 
place at the proper time, This 
may be home, with or with- 
out continuing home care; a nurs- 
ing home; a custodial institution 
(which really needs to be called 
by a new name—a name that 
_would carry the connotation of 
“haven” rather than custody); or 
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the /ynamic approach 


to the care of the chronic 


—lUnited Press Photo 
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continuing acute or chronic gen- 
eral hospital care. Failure to ac- 
complish this dual mission will in- 
evitably lead to increasing hos- 
pital bed occupancy by persons 
who are really in no need of hos- 
pital services, but whose primary 
needs are to be adequately fed, 
to be kept clean and happy. 


FAR-REACHING PROBLEMS 


Some of the problems created by 
continuing uncritical use of hos- 
pital facilities have many far- 
reaching implications, including: 

1. Undesirable change of the 
character of the institution 

2. Loss of interest among the 
professional personnel. 


3. Breakdown of teaching and 
research programs. 

4. Uneconomical utilization of 
certain services, e.g., operating 
room facilities, x-ray, laboratories, 
etc. 

5. Inordinately-expensive nurs- 
ing and ancillary services. 

6. Uneconomical over-all oper- 
ation, with ever-increasing per 
diem costs. 

The “misplaced” custodial pa- 
tient also suffers when improp- 
erly-placed in. an 
environment, since: 

1. Not needing as much care 4s 
the actively-ill patient, he re- 
ceives less attention and inevitably 
feels rejected and neglected. 
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2. The very nature of the gen- 
eral hospital, whose primary mis- 
sion is to provide definite care 


GOLDWATER MEMORIAL HOSPITAL 


New York City 
for the actively-ill, means his : 
the pressure on the staff to provide vee 
acute care first. 
3. He is forced to live for months DIAGNOSIS C.V.A. 


or years in an environment where 
pain and death are a part of the 
daily routine. 


DISABILITY Left hemiparesis 
EXAMINER D.W. 


an activity cannot be performed independently. 


2. FILL IN HALF BLOCK if activity con be performed, but 
very slow and labored. 


STUDY REPORT ‘DRAMATIC’ 


In order to evaluate the prob- 
lem and postulate some of the 
possible solutions, a study was un- 
dertaken of 95 unselected custo- 
dial patients at Goldwater Me- 
morial Hospital in New York City.' 
This study was conducted by the 
staff of the Department of Physical 
Medicine and Rehabilitation, un- 
der the joint jurisdiction of the 


3. FILL IN BLOCK COMPLETELY if activity can be performed ‘ 
independently. | 


4. DRAW DIAGONAL LINES IN BLOCK if activity is not essential 
for the person's physical demands. 
METHOD OF RECORDING PROGRESS 


1. FILL IN BLOCK WITH CONTRASTING COLOR AND THE DATE _- 
when activity can be performed independently. 


I. NON-WALKING ACTIVITIES 


DATE 7-21-5 
“COMMEN 


New York University College of 
Medicine and the Department of 1. Rolling to right and then left side 8-14-54 
Hospitals of New York City. The 2. sendin 
cians, social workers, psycholo- DATE] 7-21-54 
gists, nurses, occupational and MENTS 


physical therapists. The hospital |. Motion of combing or brushing 


chaplains also were consulted. 3 Motion of shoving or opplying makeup — 
This entire group was studied not 
only from the medical but also a. 
from the social, psychological | 7. Motion of washing extremities : 

8. Motion of removing dentures... Dental Clinic 
and economic aspects. The detailed 
findings appeared in a monograph.” : 


The purpose of this paper is to 
present some of the fundamental 


highlights of the study. 

The most revealing and dra- 
matic finding was the unanimous 
considered opinion of the study 
group that, out of the 95 patients 
—whose average age was 68.5 
-years—only seven were felt to be 
in need of continued hospitaliza- 
tion; and two of these cases were 
considered to be questionable. 
Using our customary rehabilitation 
standards, 11 patients were con- 
sidered suitable for training with 
a prospect of successful rehabilita- 
tion better than 50%. The remain- 
ing 84 of the original 95 patients 
were considered to be in no need 
of either rehabilitation or definitive 
medical care. 

Although the disability diag- 
nosis included such conditions as 


1. Made possible by a grant from the 
New York Foundation 4 
Novey. J.. Kristeller, 
EK. L.. and Rusk, Survey of Ninety- 
five Custodial Patients in a Munici Hos- 


l. Rehabilitation M ub- 
and York Uni- 
versity-Bellevu Canter, New 
York - 1964. 52 -% $1. (See review on p. 128.) 
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_ hemiplegia, paraplegia, quadriple- 


gia, hip fractures, amputations, 
etc., all these patients were in such 
a condition that, in spite of the 
grave-sounding diagnoses, continu- 
ing hospitalization was not consid- 
ered necessary. 

The following three cases are 
illustrative: 

1. M. C. is a 52-year-old white 
female who has spent a total of 
8,401 days in different municipal 


hospitals. She was admitted in 


1930 at the age of 28 with a diag- 
nosis of rheumatoid arthritis and 
in spite of the fact that she has a 
husband and daughter living in 
the city, she has continuously re- 
mained in the city hospitals for 
more than 23 years. Her arthritis 
is inactive; she is bedridden and 
could be cared for perfectly ade- 


quately at home or in a nursing 
home. This is hospitalization for 
convenience. 

2. M. B. is a 67-year-old col- 
ored female who has a hemiplegia 
as a result of a rupture of the 
middle cerebral artery in 1936. 
She is codperative, alert and com- 
pletely ambulatory. She not only 
takes care of herself, but assists 
other patients and does chores 
around the ward. She has been 
hospitalized since early 1936 with 
a three-year interruption when 
she stayed with her sister. Up-to- 
date, she has spent 3,412 days— 
that is almost 10 years—in munici- 
pal hospitals. She is in no need of 
hospitalization. 

3. B. O. is 66-years-old white 
male who suffers from paraplegia 
of unknown origin. He has been 


HOSPITALS 


METHOD OF RECORDING TEST . 
in like menner, all of the petient activities essential to 
norme!l living are evaluated by the examiner at the time of 
the initia! testing. A full record of poetient progress is 
maintained through observation and further testing. : 


hospitalized continuously in pub- 
lic institutions since 1934. Total 
days of hospitalization 7,035; that 
is, almost 20 years. This patient is 
able to take care of himself from 
the wheelchair and is in no need 
of hospital care. In fact, if our 
modern concept of paraplegic 
care had existed in 1934, this pa- 
tient would have gone to work 
after an average training period of 
120 days. 
These three patients alone have 
been cared for in municipal facili- 
ties for a total of nearly 19,000 
days. Calculating arbitrarily and 
conservatively at $12 per diem, the 
total cost for these three patients 
alone is $228,000, and the end is 


not in sight. The cost in human 


values of boredom, anxiety, frus- 


tration and resignation is incal- 


culable. 
What is the answer to this 
dilemma? 


If we do not find a formula for > 


solution of this problem, we are in 
an untenable position both eco- 
nomically and from the standpoint 
of the required skills of trained 
personnel. Paradoxically, even 
though we are providing expen- 
sive facilities, by sentencing them 
to existence in an atmosphere of 
- pain, sickness and death we are 
not producing the best care for 
these individuals. This problem is 
an ever-increasing one, because 
every time a medical advance is 


made we compound the felony by 
keeping people alive longer, to fall 
heir to all of the inabilities and 
disabilities that come with age 
and chronic disease. 

The only answer is a dynamic 
approach, which consists of, first, 
the basic evaluation of fundamen- 
tal needs of the individual; and, 
second, the classification of facili- 
ties according to their function. 
An evaluation and matching of 


abilities with facilities will result _ 


in a logical and satisfactory place- 
ment of patients. Such a procedure 
has been the keystone in rehabil- 
itation evaluation for several 
years. The accompanying chart 
(p. 64), in use at Goldwater Me- 
morial Hospital, is illustrative. 


The principle of this method is 


to test the patient’s ability to per- 
form certain selected activities 
essential in everyday life. Tabu- 
lation of results on this accom- 
panying chart gives us specific in- 
formation about the patient’s capa- 
bilities and deficiencies, and, ac- 
cordingly, they can be assigned to 
institutions with suitable facili- 
ties (see table below). 


EXISTING FACILITIES UTILIZED 


It is recognized that this method 
would, of necessity, have to be 
modified to meet the specific com- 
munity problems, but the basic 
philosophy is the same. It should 
be emphasized that such a plan 


GROUP PATIENT'S ABILITY APPROPRIATE FACILITY REMARKS 
| | Ambulates Community 
Elevates (boarding home, self, 
Complete self care family, friends, etc.) 
lt | Ambulotes As above or custodial | In either case ground 
Elevates with difficulty |. institution 
Complete self care 
ll | Ambulates with aid | Custodial, nursing, 
Climbs stairs with great | or other intermediate es 
difficulty or not at all | institution 
Self care 
1V | Wheelchair Custodial or nursing 
complete home with modified 
limited bath, toilet, etc., facili- . 
ties 
V | Bedridden with Nursing home This institution must be 
limited self care well equipped or pref- 
erably partly or entirely 
specialized for such po- 
tients 
Vi | Chronically ill Chronic disease hospital | Complete general hos- 
pital facilities 
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does not mean a tremendous build- 
ing program. It is primarily utili- 
zation of what we have. It would 
seem practical that the acute and 
chronic hospitals, which inevit- 
ably have a certain number of 
custodial patients, should set 
aside a wing or a section for such 
people. Patients in no need of con- 
tinuous medical care, on recom- 
mendation of the medical staff, 
should be transferred to this wing. 
Here there would be no regu- 
larly-assigned physicians or nur- 
ses but a trained attendant staff 


whose mission would be to keep 
_ the patients well-fed and clean. A 


dynamic workshop and recreation 
program should be provided to 
make their lives as pleasant and 
happy as possible. “Sick calls” 
would be made on regular sched- 
ule by an appropriate member of 
the hospital staff to take care of 
minor ailments. If any serious 
medical or surgical complication 
arose, the. patient would be im- 
mediately transferred to the ad- 
joining hospital without red-tape 
or delay. When his condition no 
longer required hospitalization, he 
would be summarily transferred 
back to the domiciliary unit. 

This system would eliminate 
the presence of the custodial pa- 
tient from the wards and, at the 
same time, assure prompt and 
complete medical care. It would 
provide real savings in both per- 
sonnel and dollars, as well as 
providing a happier and more ap- 
propriate environment for the in- 
dividual. A wider utilization of the 
well-proven home care systems, 
especially if it is supported by a 


strong housekeeping service, is one 


of the most effective means of re- 
ducing the number of custodial pa- 
tients in public hospitals. Nursing 
and convalescent homes have a 
special place in the total picture. 
A dynamic program of rehabili- 
tation training is fundamental in 
such a program as it will upgrade 
a great number of such patients 
by means of a training program 
designed to let them live the ful- 
lest life possible, in spite of their 
disability. The problems of our 
aging population, and the increas- 
ing percentage of disability and 
chronic illness among the aged, 


must be met on both humane and— 


economic grounds. 
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OW DO You plan to spend your 
8ist birthday? 

Perhaps we could best find an 
answer by looking about us to see 
what our present-day “senior 
citizens” are doing. Many are 
healthy and independent and ac- 
tive. How fortunate are those who 
have their own homes and happy 
companionship. Theirs is_ that 
golden sunset of life which brings 
peace and contentment. 

But what of our old people who 
do not have these blessings? 

Many do the next best thing. 
They live with a son or daughter. 
For some, this seems to be a satis- 
factory way of life. But the truth 
of the matter is that many times 
the son or daughter—or niece or 
nephew—finds that the old person 
disrupts basic family relationships. 
If the son or daughter is tempted 
to rebel or feel resentment, he re- 
members the ancient command- 
ment; and a sense of guilt makes 
him try a little harder to be pa- 
tient and tolerant. The old person 
in the home is often depressed be- 
cause he knows he has no choice 
but to stay, unwelcome, where he 
is and wait for time to pass. For 


him, the setting sun casts fleeting | 


shadows. 

It is not always so. There are 
countless numbers of old folks who 
have no family attachments. Their 
shadows are longer and deeper. 
Their manner of living is largely 
a matter of economics. Those who 
are financially able may buy a 
room in one of our hospitals or in 
a nursing home. Single men make 
a less satisfactory adjustment than 
women, and we find them in cheap 
boarding houses, ill-kept shacks 
on the waterfront or on the far 
side of the tracks, until their 
health or their money runs out. In 
many states, a pension system 
provides subsistence. When the 
pensioner becomes unable to care 
for himself, there are a number of 
agencies that will accept him. But 
the average citizen does not relish 
the thought of spending his last 
days under the care of any agency 
or in an institution. 

Some of our feeble aged are in 
county hospitals. Some are in state 
hospitals for the mentally-ill. 
They are not psychotic, but they 


Mr. Heath was formerly director of Ta- 
coma General Hospi Tacoma. Wash. 
and is now president of a surgical supply 
company. 
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need someone to look after them. 


When they were at home, they > 


couldn’t be trusted to turn off gas 
jets and water faucets. They 
wandered away from the house and 
forgot where they lived. This for- 
getfulness is distressing, and it 
seems better to send uncle to an 
“asylum” where he will be safe 
and comfortable. Forty per cent of 
the patients in mental hospitals 
are old people. There is little ina 
geriatrics ward of such a hospital 
to suggest the rich, abundant life 
to which we look forward. 

There are private nursing homes 
for old people, and some of them 
are good. This is especially true of 
those supported by churches and 
fraternal organizations. But some 
of the nursing homes for the aged 
leave much to be desired. We had 
a fire in one state a little while ago. 
Twenty-one old people lost their 
lives. The legislature investigated, 
but it was a little late then to be 
inspecting. You can’t do construc- 
tive correction in a heap of ashes. 
Is this what we mean when we 
speak of the sunset of life? . 


THE PROBLEMS OF GERIATRICS 


Just how serious is this situation? 
Are we being unduly alarmed 
about the problems of geriatrics? 
Is this a condition that will adjust 
itself in a few years? I hardly 
think so. Statisticians tell us that 
we have 11 million people over 65 
in the United States today. In an- 
other 25 years, we'll have 17 mil- 
lion. In 1900, one person in 40 was 
over 65 years of age—in 1980, the 
ratio will be approximately one in 
seven. The social and economic im- 
pact of this shift is tremendous. 

How did this great shift in popu- 


lation come about? Several factors 


are responsible. For example, 
families are smaller. At the turn 
of the century, a family of 10 or 
12 was not unusually large. 
Now if a couple has six children, 
people either make jokes, give 
compliments or express sympathy. 
Also, we have learned how to keep 
people alive. Babies seldom die of 
diphtheria or “summer complaint,” 
the complications of measles, or 
pneumonia. The anti-biotic drugs 
save thousands who would have 
died young a few years ago. With 
such successful control of young 
people’s diseases, we may, of 
course, live to have old people’s 


Sunset 


diseases, such as arteriosclerosis, 
diabetes or arthritis. Moreover, 
the fact that we have these dis- 
eases may even prolong life still 
farther. It has been said that the 
way to live to a ripe old age is to 


' get a chronic disease and take good 


care of it. 
Just what is this process of 
growing old? When does it begin? 
How does it progress? What de- 
termines how long it will continue 
and whether it will be beautiful 
or tragic? | 
The aging process does not begin 
at 65. There is a marked 
in the way a man cli 
flight of stairs at 40 
way he did at 17. 


55? He isn’t old yet, surely? We 
call him middle-aged. He can’t 
deny it, but he doesn’t quite ac- 
cept it, either. 

But the days run by, and after 
a while he has to stop pretending. 
He admits he’s getting old. He 
never comes right out and says he 
is old, you understand. He’s just 
getting old. 

Let us consider for a. moment 
those changes that tell us how soon 
the sun of our earthly life will set. 
Perhaps by understanding those. 
changes, we can better appreciate 
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ner when he was 25 prefer to take 

a nap before dinner | he is 
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the function of the hospital in the 
field of geriatrics. The changes 
that take place are physical, men- 
tal, emotional and social. 


We notice that the older person _ 


has thin, dry, wrinkled skin that 
breaks down easily and is some- 
times slow to heal. He complains 
of periods of indigestion. His poor 
appetite or his inability to chew 
often leads to- bad eating habits. 
False teeth should help solve the 
problem, but as one gets older, the 
first set no longer fits as well and 
many times they are laid aside as 
more bother than they are worth. 
His bones are fragile and his joints 
creak. His hearing dulls and his 
vision dims. He reacts more 
slowly. He becomes unsteady on 
his feet. The aged are susceptible 
to chronic diseases, and when they 
are ill enough to come to a hospi- 
tal, they do not recover quickly. 
Let us consider next the mental 
changes that take place in aging. 


The aged think more slowly and > 


often seem preoccupied. Their 
thoughts return frequently to 
earlier days. They are forgetful of 
recent events. They often seem 
confused because they find it dif- 
ficult to maintain interest in what 
they are doing long enough to ac- 
complish their purposes. Because 
their minds wander and hearing is 
difficult, they get out of touch with 
what is going on about them. 
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and shadows 


There comes a feeling of loneliness 
and depression. :They have a tend- 
ency to talkativeness, and since 
their memory may fail them—but 
not their imagination—the details 
of their descriptions are not to 
be taken too seriously. Their emo- 
tions are unstable. They cry easily, 
but they laugh easily, too. It is 
said that as we grow older, we 
grow more and more like our- 
selves. And so we have happy old 
people, anxious old people, can- 
tankerous old people and neurotic 
old people. “Some mellow with age 
like good wine. Some grow more 
acid like vinegar.”’ 


SOCIAL ASPECTS OF GROWING OLD 


Let us consider next the social 
aspects of growing old. When a 
man réaches 65 and retires from 
his job, it is an oecasion for cele- 
bration and congratulation. Often 
times, he and his wife will plan 
some sort of trip together—a kind 
of second honeymoon. When they 
return they agree that it’s a won- 
derful world, all right, but there 


really is no place like home. They 


settle down to routine and like it. 
Dad gets a lot of things done. He 
puts new wire on the screen door. 
He fixes the back steps and braces 
up the sagging garage door. He 
puts those shelves in the closet 
that his wife has wanted for years. 
Then, one day, he runs out of odd 


jobs. That is the day he begins to 
get old. Some men don’t live long 
after that day comes. Many cast 
about for something new to do. 
Some start hobbies. Some take 
another trip in hopes that getting 
away for a while will help. But 
somehow it isn’t the same this 
time. It doesn’t quite solve the 
problem. Some men attempt to es- 
tablish a new business—anything 
from raising rabbits to running a 
trailer camp—and many lose their 
savings in these ventures. 

The circle of friends is smaller. 
Business acquaintances have less 
in common now. Some of the old 
pals are getting a little feeble and 
they don’t get out much any more. 
Reading the obituary column be- 
comes a daily routine, and with 
every recognized name comes a 
deeper sense of oldness and -fore- 
boding. Even the days seem dif- 
ferent. We hear old people com- 
plaining that the evenings are 
awfully long. They go to bed early 
and wake up at 2 am. They 
doze in the afternoon. It isn't 
long before someone decides they 
shouldn’t live alone any more, and 
the scene changes. 

Not all old people are tragic 
figures. A friend of mine who is 
eighty-seven is a delightful addi- 
tion to any party, and she is usu- 
ally the best informed of the 
guests present. She reads every- 
thing she can lay her hands on 
from philosophy to murder mys- 
teries. She knits sweaters and 
makes aprons for her friends in 
her spare time. Her family call her 
“little Emily” because she is the 
youngest. 

When old age overtakes people, 
it is likely that they will be need- 
ing medical care. Some of them 
will want to come to hospitals. I 
wonder how welcome they will be. 
One of the great problems in hos- 
pital administration is the geriat- 
ric patient. He does not just come 
and go, as does the surgical pa- 
tient. He comes and stays. We 
complain that he takes spuce that 
we need for acutely ill patients. 
But why should we confine our 
services to the acutely ill? Haven't 
we also a_ responsibility to’ the 
chronically ill? 

The physical aspects of the 
aging process create special prob- 
lems in hospitals. Old patients are 
different. Their thin skin is easily 
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traumatized, and only the most 
conscientious care can prevent 
pressure areas and burns. Their 
feet get dry, and must have special 
care. They must be encouraged to 
eat, and their food must be care- 
fully prepared. Their unsteadiness 
makes them likely to fall, and 
their brittle bones are easily frac- 
tured and slow to heal. The men- 
tal changes which take place 
create problems in hospitals, too. 
Those who doze in the daytime are 
lonesome when they wake up in 
the night. They crave attention, 
and they know how to get it. 
They seem not to be mindful that 
their methods waken all the other 
patients within shouting distance. 
Their forgetfulness calls for con- 
stant alertness on the part of at- 
tending personnel because old 
people do not remember that they 
are not in their own homes. Old 
ladies will even climb over side- 
boards to “get up and cook break- 
fast” at 5:30 a.m. Their slowness 
in thought and action is time- 
consuming for those who care for 
them. A nurse who can give su- 
perior morning care to a young 
person in 20 minutes must often 
take 40 minutes or longer to give 
the same care to an old person. 

In spite of these difficulties, we 
know that our patients get good 
care. Yet, somehow, we are not 
quite satisfied. We feel that more 
needs to be done, and that there 
should be more practical ways of 
doing it. For example, couldn’t we 
do better work if we had a separ- 
ate unit in our general hospitals 
just for old people? From a physi- 
cal point of view, this would be 
better. Then we could make spe- 
cial provision for the aged. 

We need units with beds that 
can be lowered to the floor. We 
need nonslip floors, hand rails for 
bath tubs and stairways, and pull- 
up bars for toilets and chairs. We 
need some rooms with carpets and 
easy chairs and with pictures on 
the walls. We need sun porches 
where patients can warm their 
spirits in pleasant conversation 
with one another. We need dining 
rooms where patients can have the 
pleasure of sitting at a table and 
having companionship at meal 
time. Appetites improve when 
eating is more than just a duty. 
Old folks who have lived alone 
and acquired the crackers and 


milk habit often forget their best 
manners. Eating with others will 
minimize their social regression. 
The hospital could do so much 
to aid in maintaining the social 
integrity of the individual. Our 
present scientific, efficient, “by- 
the-clock” care.is far from ideal 
for the geriatrics patient. It is 


more than some souls can stand, 


and some of our patients become 
disoriented and irrational. Some 
just slip off into a dream world 
of happier days, and we wonder 
why they are unresponsive when 
we speak to them about the 
weather. The social worker and 
the occupational therapist can do 
much to maintain interest in life. 
Planned programs of activity can 
stimulate constructive inter-per- 
sonal relationships. Illness is de- 
pressing, it is true, but if we pro- 
vide experiences which encourage 
and give purpose to life, we can do 
much toward returning the patient 
to his rightful place and function 
in the community. The physical 
therapist has an important place 
in such a program. Bed rest is im- 
portant in bringing a return to 
health, but it is quick to drain 


away physical strength. Heat and 


massage can keep muscles from 
getting stiff. Passive movement 
and directed exercise can prevent 
contractures and atrophy. 


NURSING AND MEDICAL CARE 

The nurse, too, can do much to 
promote the physical and mental 
rehabilitation of the patient. What 
do these older patients need in 
terms of nursing care? They need 
to be kept clean. They need as 
much exercise as is compatible 
with their illness. Those who can- 
not be up need frequent turning 
and massage. They need special 
attention to posture. They need 
much understanding and encour- 
agement. They must be treated 
with the same fidelity and dignity 
as are the acutely ill. They need 
tender loving care. This is one 
area where a good practical nurse 
can be truly helpful, and this field 
is made to order for her. Under 
the supervision of capable profes- 
sional nurses, they should be able 
to carry a large part of the work 
load. If geriatrics is a segregated 
section, personnel can become ex- 


-perts who give excellent care and 


who earn for themselves the sat- 
isfaction of real service. 


There are many reasons for 
caring for the geriatric patient in 
a unit within, or adjacent to the 
general hospital. Even though he 
is not always acutely ill, his diag- 
nosis may be obscure. Diagnostic 
facilities should be easily avail- 
able. If we have a segregated 
service for the geriatric patient, 
with appropriate facilities, we can 


markedly reduce the cost of his 


care without diminishing the 
therapeutic values which a general 
hospital provides. With the unit for 
the geriatric patient in or near 
the hospital, the doctor will find it 
easier to visit his patients more 
often, and thus be better informed 
and better able to serve. The spe- 
cialist will find consultation easier. 
Nursing supervision will be ade- 
quate. The patient can know that 
he has every opportunity to be as 
fully restored as possible. 

Of the geriatric patients who 
are in our hospitals now, 45 per 
cent are semi-ambulant or wheel- 
chair patients. Many of them can 
be returned to a full, useful life. 
Thirty per cent are bed-fast, but 
can control their behavior. Many 
of them can look forward to grad- 
uation to a wheelchair, or perhaps 
even fuller recovery. Twenty-five 
per cent are helpless and must be 
attended as carefully as infants. 
In the hospital, they can be as- 
sured the best possible care. Max- © 
imum comfort can be guaranteed. 
With so many resources available, 
we can expect real improvement 
for those who have not slipped too 
far into the twilight. 

The aging have rights—the right 
to grow old and to be honored 
while doing so. The right to a fu- 
ture—one cannot live fully in the 
past. The right to have spiritual 
and professional help and ad- 
vice when needed. The right to 
life, liberty, and the pursuit of 


happiness to the end. Old age is 


right and not a penalty. It is our 
duty to help others achieve it. 

It would be well for us to con- 
sider whether we have any other 
responsibility besides just provid- 
ing good physical care for the aged. — 
In these days, when we are talking 
about the lack of economy and 
wastefulness in high places, per- 
haps we should think, too, of the 
waste of human resources that is 
so widespread in our time. Old 
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rural residents want the facts on hospital costs 


CHESTER G. STARR 


E OF THE FARM BUREAU in 
Missouri have worked in co- 
Operation with the Missouri Hos- 
pital Association for many years 
as organizations desiring to in- 
crease health levels and service. 
Naturally, each person’s think- 
ing is influenced by his or her 
experience, and my observations 
are colored by the experience the 


Missouri Farm Bureau has had in 


rural health fields. Nearly two 
decades ago, our Bureau and the 
St. Louis Blue Cross Plan made 
certain agreements whereby the 
Bureau assumed responsibility for 
taking Blue Cross Service out to 
farm people in Missouri. This was 
the first attempt to interest farm 
people in Blue Cross. At the pres- 
ent time, we have 60,000 of our 
Farm Bureau people protected by 
the Blue Cross in the St. Louis and 
Kansas City Plans. 

At the time of. the original 
agreement, many outstate hospi- 
tals were not on a very high 
standard; and naturally, in propos- 
ing Blue Cross membership to 
members of a county Farm 
Bureau, we were drawn into the 


field of better hospital facilities. 


Then, in-certain areas where hos- 
pital facilities were greatly needed, 
the Farm Bureau furnished the 
impetus for building the hospitals 
needed. As our members desired, 
the Bureau has continually ex- 
panded its health activities. | 
Seventeen years ago, when we 


Mr. Starr is director of Rural Health 
Services for the Missouri Farm Bureau 
Federation, Jefferson City, Mo. 
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embarked into promoting Blue 
Cross, we found a great amount of 
misinformation and lack of un- 
derstanding that hospitals were 
places to recover from illness 
rather than “places to die in.’ We 
had to provide information as to the 
use and the cost of hospita! care 
of that date. We had some amus- 
ing—at this time—experiences. 


‘When discussing the merits and 


needs of prepaid hospital care with 
one Farm Bureau Board, the presi- 
dent broke in with the statement 
that he was one of a family of eight 
children, that he had never been in 
need of hospital care and that his 
mother had raised all eight 
children without use of any hos- 
pital. We did succeed in changing 
the viewpoint of this particular 
president and he is now the chair- 
man of the Board of Trustees of 
one of our best new county hos- 
pitals. 

In another county where we 
were endeavoring to secure the 


applications needed to organize a 
Blue Cross unit, a conversation 


with a doctor in the county seat 
town vividly comes to mind. He 
was. about 60 years old and had 
practiced in the community for 
over 30 years; there was no hos- 
pital nearer than 30 miles, in an- 
other trade area, and he was a 
rugged individual. He was very 
positive that he would not recom- 
mend Blue Cross and finally burst 
out with: “I have always taken 
care of all of my patients, either 
here in the office or at their homes 
and I am not going to send any 


patient to that hospital and then 
lose him as a patient.” 

We have made great progress 
since those comparatively early 
days in rural Missouri, and many, 
many farm people are using hos- 
pitals and their physicians are ad- 
vising and encouraging use of the 
modern hospital. 

We are now in the problem area 
of securing the understanding of 
our farm people of the rapidly- 
rising cost of maintaining and 
operating modern hospitals. H we 
do not succeed in this endeavor, 
we shall lose a great number of our 
members now enrolled in Blue 
Cross and we shall encounter a 
great deal of criticism of the mod- 
ern hospital and medical practices 
and costs. We are in the position 
of “having the bear by the tail.” 

In 1953, out of each 100 Farm 
Bureau people enrolled in the two 
Plans, 19 actually used the service. 
Eighty-one out of each 100 mem- 
bers did not, and some of them 
have never used the Blue Cross 
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service. The 19 per cent who were 
in some hospital are aware of what 
hospital charges are at this time, 
but we have that 81 per cent not 
requiring services who did not 
have the opportunity to learn, at 
first hand, the high dollar price 
currently charged. 


PROBLEM AREAS 


Looking back over the records 
of what was being paid by the 
Blue Cross Plans in 1940 and at 
the current time, I found that in 
1940 the St. Louis Plan paid an 
average of $4.93 per day under 
the contract of that date. That rep- 
resented possibly 75 per cent of the 
total hospital cost to the patient. 
In 1953, the payment per day had 
risen to $12.68 with about the 
same percentage of total hospital 
cost paid. In the Kansas City area, 
the 1940 average per day payment 
was $5.25 and in 1953, it had risen 
to $12.63. Recently, it was esti- 
mated by a reliable research or- 
ganization that the average per 
day hospital cost in the Greater 
Kansas City Hospital area was 
over $20 per day. 

Through the advance of Blue 
Cross in rural Missouri, we have 
the additional problem of many 
insurance companies offering con- 
tracts and policies of many varying 
shades of benefits and premium 
costs. Unfortunately, many of the 
policies being pushed in rural 
Missouri are sub-standard and are 


being sold on the question of price 


alone. As one person observed re- 
cently: “These are grand contracts 
until actual use is made, then the 
loopholes are found.” We must 
increase our efforts to acquaint 
farm people with the higher costs 
of modern medical and hospital 
costs so as to protect them against 
purchasing poor contracts. 

Rural people, in many cases, still 
have the traditional viewpoint of 
farm people of a generation ago. 
At that time, farm people did not 


have much cash income annually. | 


Farming was not the present 
“power model” of today. Horses 
and mules furnished most of the 


. “horse power’’ and the generative 
power was oats, corn and hay. 


raised on the farm. Each farm 
family had a very tight “budget” 
—although it was not known un- 
der that term—and every penny of 
cash had to be spent carefully. 
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With the exception of poultry 
€ and milk producers, most farm in- 


come still comes when sales of 
livestock and grain are made; and 
in between these sales, farm 
people have to keep a very close 
check on where the cash goes and 
for what purpose. There is no 
corporation or business that pays 
“fringe benefits” for farm people. 
We must justify the present costs 
to build belief that the hospital 
dollar is being spent wisely. 


As a rule, also, farm people 


farm individually, and close con- 
tact with other workers, like in 
a factory or office, is not common. 
Extending information through 
meetings, through personal con- 
tact with groups of people, through 
securing action by leaders is 
much less satisfactory than in 
many other segments of our 
American society. This means that 
farm people have to be approach- 
ed through means different from 
those used in an industry, factory 
or Office; that farm people are 
slower in acquiring information 
concerning hospital costs and that 
we cannot rely upon “quickie” 
methods of getting them aware of 


and comprehending the advance 
in the cost of modern medical and — 


hospital costs. 


SALES PROBLEMS 


In all tabulations and statements 
concerning coverage of various 
classes of the American popula- 
tion by the various plans and 
policies of prepaid hospital care, 
rural people are listed low in per- 
centage of enrollment. A very con- 


siderable part of this low percent- 


age enrollment is due to the dif- 
ficulties stated in the preceding 
paragraphs. | 

Another factor in the low enroll- 
ment is due to the comparatively 
low net compensation that can be 
earned in pursuading farm people 
to purchase prepaid hospital and 
medical contracts and policies. A 
great deal of information is dis- 
tributed by insurance agents. We 
agree that some of this informa- 


tion is biased, slanted toward cer- . 


tain objectives of the agent and 
may be called by many of us, mis- 
information. Nevertheless, insur- 
ance of all kinds, including health 
protection, has to be sold to most 


of us. An insurance agent can walk — 


up and down the streets of a town 


and contact many prospects in 
the course of a day. He spends 
little cash to see each prospect and 
will sell his policies to some whom 
he encounters. An agent can dis- 
cuss his proposals with the head 
of an union, with the personnel 
director of an industry, with the 
owner of a business; he can secure 
attention and possibly some busi- 
ness at small expense. | 

When the agent starts out to the 
rural areas, however, he has to 
wend his way from farm to farm. 
He drives to the home of John — 
Doe and wants to talk with John. 
But John has gone to the “back 
40” that morning and won't be 
back until dinner time. To see 
John, the agent has to walk back 
to the place where John is. Then 
probably John wants to think 
about the matter and so the agent, 
if he wants to sell the proposal, 
has to repeat the process. Most 
agents give up such costly solicita- 
tion in favor of the more easy, 
less costly prospects. 

We are committed to securing 
greater acceptance of prepaid hos- 
pital care, believing that this af- 
fords the best method of affording 
good hospital care and keeping the 
hospital doors open to the public. | 
We are going to have to press the 
campaign continually to acquaint 
rural people with why hospital 
costs have risen; why, even though 
the cost is rising, good hospital 
care is still cheap in saving lives 
and making faster recovery; why 
prepaid hospital care should form 
a part of the budget of every 
farm family. We should survey 
the present methods of getting in- 


- formation to rural areas and en- 


deavor to fit the pattern to the 
need. As a rule, farm people read 
more than urban dwellers. Maybe 
not so many comic, thriller and 
confession magazines go out on 
rural mail routes; but newspapers, 
both metropolitan and local, 
serious Mmagazines—including the 
farm press—the radio and tele- 
vision afford excellent opportuni- 
ties for farm families to acquire 
information. The articles, illus- 


trations and make-up should be 


planned to interest farm people. 

The use of farm organizations 
can well be employed. No organi- 
zation, however, likes being used 
for someone else’s aggrandizement 
without some recompense to the 
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organization itself. We of the 
Missouri Farm Bureau would have 
been much slower in our response 
to the Blue Cross, in pushing bet- 
ter rural hospital facilities, in pro- 
moting better knowledge of hos- 
pital costs, if the Bureau had not 
been offered an opportunity to 
build its own membership through 
the use of Blue Cross. 

I would like to direct some 
questions, in closing, to hospital 
administrators, hospital boards 
and physicians. We agree that 
modern medicine plus modern hos- 
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pital care have worked a tremen- 
dous change in the living and the 
enjoyment of life by rural people. 
There is a limit to anything, how- 
ever, and we view with great con- 
cern the current upward climb 
of hospital costs. It is possible that 
it may appear better for many to 
endure the illness or postpone in- 
definitely an operation than to use 
the hospital: with its increasing 
costs. A wall of resistance can be 
encountered and hasty, ill-advised 
action by various segments of our 
American society might occur with 


XECUTIVE HOUSEKEEPERS, ad- 
ministrators and others in- 
terested in the housekeeping func- 
tion in hospitals already are look- 
ing forward to the next eight-week 
Short Course for Hospital House- 
keepers, scheduled this spring for 
Michigan State College in East 
Lansing. The dates are April 4- 
May 26, 1955. 

Administrators have received 
information about the course as 
planned this year—the seventh 
consecutive year in which it has 
been offered—and about the spe- 
cial Pacific Mills scholarships. 
Those in a position to take advan- 
tage of the opportunity have been 
urged to make arrangements for 
registration and application for 
scholarships as soon as possible. 


Sponsored by the American 


Hospital Association and conducted 
by the college under subsidy by 
the Pacific Mills Corporation, the 
Short Course for Hospital House- 
keepers is unique, being the only 
one of its kind specifically given 
over to the training of hospital ex- 


- ecutive housekeepers. It is repre- 


sentative of the finest type of adult 
education: courses are taught by 
members of the college faculty, 
supplemented as necessary by hos- 
pital administrators and staff 
members of the American Hospital 
Association. 
In addition to learning the prin- 
ciples. and techniques of sound 
and effective management of his 
own department, the executive 


damage to all concerned. 

We know of small hospitals 
trying to provide all of the various 
services of the 500-bed urban cen- 
ter hospital. We know of cases 
where certain physicians have 
ordered ancillary services beyond 
need of the cases. We know of 
areas that have tried to “keep up 
with the Jones” and overbuilt 
hospital facilities. We would like 
to suggest a most serious “soul 
searching” upon the part of hos- 
pital management to cut operating 
costs. A balloon can burst. ° 


housekeeper-student accumulates 
a wealth of knowledge concerning 
the latest methods of doing the 
job and utilizing mechanical facili- 
ties to the fullest. This is not mere 
theoretical knowledge: the grad- 
uate masters the skills involved in 
actual operation of equipment. It 
is this type of practical application 
that proves of lasting value. 

Major course headings include 
such important subjects as the 
philosophy of hospital care and 
institutional organization; person- 
nel management; housekeeping 
supplies, equipment and proced- 
ure; hospital linens and furnish- 
ings; sanitation; hospital safety; 
effective communication; and care 
of floors and wall washing. 

There is an old proverb that 
states:“‘The proof of the pudding 
is in the eating.” Proof of the ef- 
fectiveness of the Short Course 
for Hospital Housekeepers lies in 
the graduates, who now number 
some 150. The alumni have stayed 
in contact with each other and 
publish a monthly newsletter. Pro- 
grams they have instituted in their 
individual hospitals reflect the 
gratifying results of ‘the course; 
these are passed on to other grad- 
uates through the medium of the 
newsletter. 

And, perhaps most significant, 
patient care has benefited through 
the new techniques, increased 
mechanization and the codpera- 
tion developed between house- 
keeping and other personnel. & 
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HE INTELLIGENT operating room 


nurse will recognize that her. 


day has been one of constant pres- 
sures. Never have there been quite 
enough people to run the full 
schedule and to meet the unsched- 
uled emergencies. Many of her 
tasks have been those founded on 
tradition, custom and practice. 
Changing concepts in nursing, 
along with the greater demands for 
nurses from fields other than hos- 
pitals, have compelled institutional 
nurses to look analytically at 
themselves and their duties. 
Syracuse Memorial Hospital has 


tried to withdraw from its oper- 


ating room nurses those duties 
which could be performed by 
well-trained, intelligent, lay peo- 
ple. The professional nurse, who is 
willing to share her place at the 
operating table, has a new and in- 
teresting role. She must see her- 
self as the manager, the codrdina- 
tor, the teacher of her nursing 
team. Hers can be a very satisfy- 
ing job. She sees the development, 
the interest and the growing en- 
thusiasm of the technician. She 
sees the surgeon slowly accepting 
the nonprofessional worker even 
though she realizes that the sur- 
geon at times might prefer to have 
a nurse beside him. : 

There are still many operative 
procedures, of course, where good 
judgment requires the services of 
a graduate scrub nurse. At inter- 
vals, the nurse needs to scrub in 
order to maintain her skills at the 
highest level. She does find more 
and more, however, that as the 
technicians fit into the scheme of 
things her job satisfactions come 
not only from a very smooth oper- 
ating day but also from her op- 
portunities—given more time—to 
share in the solution of problems, 
in the revision of techniques, in 
the development of plans for the 
future. 

At Syracuse Memorial Hospital, 
there are now seven fully-trained 
operating room technicians, who 
are active members of the nursing 
team. The five men and two wom- 
en are enthusiastic about their 
work and are making a great con- 
tribution to the nurse, the surgeon 
and the patient. Their addition to 
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training technicians 


for the operatin g room team 
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THE THINKING BEHIND IT... 


the staff has of necessity changed 
the concept of operating room 
nursing. The new plan arose be- 
cause of a need to support an al- 


ready-overburdened nursing staff. 


To bring lay people to the point 
where they could understand the 
organization of an operating room 
and their role in the total organi- 


zation, to teach them all the skills, — 
the dexterity, the know-how, was 


not an easy task. It took weeks of 
analyzing, planning, thinking and 
persuading. 

Prior to the planning stage, a 
careful activity analysis was con- 
ducted. Every task performed by a 
nurse in an operating room was 
recorded. Three lists were made 
from this analysis: 

4—Duties to be performed only 
by professional nurses. 

4—Duties performed by nurses, 


‘which could be taught to and per- 


formed by nonprofessional per- 
sonnel. 

4— Duties that could be delegated 
later to the nonprofessional person 


who proved his ability. 


Each activity listed was checked 
in one of the three columns. Amaz- 
ing to all who participated in the 
study were the very few activities 
which had to be performed by a 
professional nurse. Several activi- 
ties, which many nurses would be 
reluctant to relinquish, were 
agreed upon as tasks that could be 
performed by trained nonprofes- 
sional workers, providing there 
was supervision by a professional 
nurse. 

The idea of instituting a train- 
ing program for operating room 


technicians was presented to the 
administrator, to the chief of sur- 
gery and several of his colleagues, 
and to the staff nurses in the oper- 
ating room. It was accepted with 
varying degrees of enthusiasm, 
though everyone agreed that an 
experimental group of technicians 
should be trained. 


PRELIMINARY PLANNING 


Before this new category of 
worker could be introduced into 
the operating room, there was 
much preliminary work to be ac- 
complished. An assistant director 
of nursing, acting as a consultant, 
was assigned to work with the 
operating room staff. The admin- 
istrative staff of the operating 
room, with the assistance of the 


‘consultant, analyzed their activi- 


ties and clarified their duties. Job 
descriptions for the fulltime eve- 
ning and night nurses, the secre- 
tary, the orderlies and the aides 
were written. As all of these 
evolved, so did the roles of the 
staff nurse and the technician. At 


(Continued on page 74) 


THIS IS ONE hospital’s ex- 
perience with the successful use 
of trained technicians in the op- 
erating room. The philosophy 
underlying the program as pre- 
sented here is similar to that re- 
sponsible for development of the 
Surgical Technical Aide Instruc- 
tor’s Manual released as a mem- 
bership service of the American 
Hospital Association last Octo- 
ber | 
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THE PROGRAM- STEP BY STEP ... 


WO VITAL AND indispensable 

factors were involved when 
we began to consider our teaching 
program for operating room tech- 
nicians. First, these technicians are 
lay people with no background to 
fit them for work in the operating 
room. In fact, most of them have 
never seen an operating room. 
Second, it was found that the 
method of teaching had to be 
changed radically from that used 
with the collegiate nursing stu- 
dents. 

In light of these factors, our 
training was given at a very slow 
rate, with experience always pro- 
ceeded by teaching, and adequate 
time given the technicians for 
practice. The technicians have ex- 


pressed their appreciation that 


they were not rushed and confused 


by a multiplicity of details before — 


they had become familiar with a 
few. During their training, an at- 
tempt was made to use language 
the technicians would understand 
—if a technical term was used, 


- adequate explanation and defini- 


tion accompanied its use. In fact, 
the development of a technical vo- 
cabulary, including medical and 
anatomical terms and the names of 
operations and instruments, is part 
of the technicians’ training. 


TWELVE-WEEK COURSE 


The course for the technicians 
lasted 12 weeks, the actual in- 


‘struction being completed in six 


weeks. During this time, frequent 
conferences for evaluation and 


counseling were held individually 


and with the entire group. Con- 
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stant appraisal was made by the 
operating room supervisor and the 
instructor. as to the capability of 
each technician and his fitness for 
this type of work. 

Five objectives were set forth 
for the technician training pro- 
gram: | 


_ patient by providing skillful assist- 


ance for the surgeon. 
2. To develop skills enabling the 
technician to scrub and to circulate 


_ with efficiency and ease for most 


types of surgery. 

3. To inculcate in the technician a 
professional attitude. 

4. To insure to the community op- 
timum technique and safety in oper- 
ative procedures. 

5. To conserve equipment and sup- 
plies. 
FIRST WEEK 


MONDAY A.M.— 
General orientation to Syracuse 


Memorial Hospital. 
Report to operating room—Con- 
ference with supervisor. 
1. Explanation of uniform to be 
worn in and out of depart- 


MONDAY P.M.— 
Class with operating room instruc- 


1. Discussion of various types 


and classifications of opera- 
tions. 
2. Discussion of the im 
of the patient while under the 
care of operating room per- 
sonnel. 
Each morning, the new techni- 
cians were assigned to a room and 
to a specific graduate staff nurse. 
This was to help satisfy their na- i 
tural curiosity and to overcome | _ 
their feeling of strangeness. Also, | 
by assigning each one to a specific 
graduate nurse for several con- a” 
secutive days, the technicians were 
less confused. It was easier for 
them to learn to work with one 
person rather than several. As 
they became acquainted with the 
operating room physical setup, 
they began assisting in circulating 
for operations, gradually taking 
over more responsibility as their 


experience grew but remaining al- 


ways under the supervision of a 
graduate nurse. 

The classes, all conducted by the 
operating room instructor, were 
held in the afternoon. 

TUESDAY— 

Housekeeping duties and checking 
room supplies with demonstration and — 
practice. 

Continuation of general orientation E 
to hospital. 
WEDNESDAY— a 

Duties of the circulating nurse. 

Continuation of general orientation 
to hospital, 

THURSDAY— 

Short history of surgery and asepsis. a 

Continuation of general orientation ' 
to hospital. | 
FRIDAY— | 

Creation and maintenance of asep- 
tic technique. 7 

Principles of asepsis. | 7 

|. Causes of infection. Whot | 

are bacteria? 

2. Prevention of infection. Ster- S 
ilization—definition. 

SECOND WEEK 

MONDAY— 

Types of sterilization. 7 

Chemical. 

Physical. 

|. Boiling. 

2. Steam under pressure. 7 

3. Dry heat. 7 
TUESDAY— | 
Operation of autoclaves and wash- | 
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program. 

i ethics and 
3. Operating room ethics 

4. Tour of operating room suite. 


er sterilizers, with demonstration and 
practice. 


Demonstration of opening and han- 


dling sterile supplies. 
WEDNESDAY— 

Core and preparation of equip- 
ment in workroom. 

Wrapping instruments—Loading 
autoclave, and unloading—Drying in- 
struments and putting away. 


THURSDAY— 


Cleaning instrument table follow- 


ing operation. 
Core of specimen—Continue han- 


dling of instruments—practice in han- 
dling, putting needles on needle hold- 
ers, threading suture. 


FRIDAY— 
Class in various types of needles 
and their uses. 


THIRD WEEK 


MONDAY— 

Class in various types of sutures 
and uses. (A representative of one of 
the suture companies presented a 
most interesting lecture—very bene- 
ficial to the technicians.) 


TUESDAY— 
Manipulation of operating table 
and appliances for various positions. 
Manipulation of lights and other 
electric appliances. 


WEDNESDAY— 
Principles of skin cleansing. 
Preparation of the patient's skin. 
Scrubbing of hands and arms. 
Demonstration and practice. 


THURSDAY— 
Demonstration and practice. 
Hand scrub. 
Gown and glove technique. 
Table setup. 
1. Dilatation and currettage. 
2. Laparotomy. 
FRIDAY— 
Repeat return demonstration. 
Hand scrub—Gown and glove tech- 
nique—Demonstration and practice 
of minor table setup. 


1. Tonsillectomy. 
2. Plastic surgery. 


FOURTH WEEK 


Beginning with this week, the 
technicians were allowed to scrub 
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with a graduate staff nurse. As the 
trainees progressed, they assumed 
more and more responsibilities for 
a procedure, with the graduates 
assisting as the second scrub 
nurse. It was necessary to use 
careful thought and judgment in 
planning assignments, and to con- 
sider not only the extent of the 
surgery but also the aptitude and 
security of the technicians, as well 
as the surgeon’s individual needs. 


MONDAY— 
Demonstration and practice. 
Position and draping the patient 
for various operations. 
1. Laparotomy. 
2. Dilatation and currettage. 
3. Mastectomy. 


TUESDAY— 
Class by anesthesiologist. 


WEDNESDAY— 
Procedure for contaminated cases. 


THURSDAY— 
‘Routines for evening and night 
duty 


n call” procedures. 


FRIDAY— 

Review of class work with questions 
and discussion. 

Anatomy classes also were given 
the technicians by one of the sur- 
geons. These classes were held in 
the anatomy laboratory of the 
mnedical school, and the doctor 
made use of slides and a cadaver 
for demonstration. He indicated 
the various parts of the human 
body and related them to the oper- 
ations with which the technicians 
were beginning to become fa- 
rniliar. 

In order to acquaint the tech- 


nicians with the various branches 


of surgery done at Syracuse Me- 
morial Hospital, they were rotated 
through the various services, such 
as gynecology, neurosurgery, oto- 
rhinolaryngology, orthopedics and 
urology. The graduate staff nurse 
in charge of each service had the 
responsibility of teaching about 
the operations and the special .in- 


struments used. 


The instructor spent her time 
either scrubbing or circulating 
among the technicians—being 
free from specific assignment and 
available to answer any questions 


‘or resolve any difficulties. Stand- 


ardization of procedures and clari- 
fication of duties were invaluable 
in teaching lay people who had no 
related experiences. 

It was also important to have the 
coéperation of the graduate staff 
nurses in the operating room. They, 
of necessity, were called upon to do 
a great deal of the teaching. The 
program was new and some of the 
graduates less experienced than 
others. 

It was often necessary to inter- 


- pret the nurses’ responsibilities for 


teaching the technicians. In the 
stress .and hurry of getting an 
operation started, it was easier and - 
quicker for the nurses to go ahead 
rather than let the technicians 
have the experience. The graduate 
nurses were understanding, how- 
ever, and did appreciate the fact 
that the technicians once prepared 
would become integral members 
of the nursing team. s 


The thinking behind it... 
(Continued from page 72) 


the same time, the compilation of 
a procedure book was instituted; 
instrument cards were revised. A 
staff education program was 
planned. It was important that the 
nurses try to organize the depart- 
ment to the highest degree of effi- 
ciency before lay people were 
brought in. 

While all of this work was in 
progress, the operating room su- 
pervisor and the instructor were 
outlining a plan of orientation, a 
class schedule, a plan for graded 
experiences and for frequent con- 
ferences and counseling. They de- 
cided that the instructor would 
teach the first group of technicians 
since she had developed the details 
of the course outline and could 
make revisions as needed more 
easily. The supervisor planned to | 
assume more teaching responsibil- 
ity with a second group. 

The director of nursing and the 
personnel director were working 
on a salary scale, with plans for 
a starting salary to cover the in- 
dividual during his training period 
and for an increase at the com- 
pletion of the course. At the same 
time, job requirements were nec- 
essary. It was decided to require 
all candidates for the technician 


training program to be high school 
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graduates between the ages of 18 
and 45. Later the age requirement 
was changed—the upper level was 
reduced to 35. One 45-year-old 
woman, though very interested, 


found that the physical demands 


of the job were too great. 
In order to assist the personnel 


director in his choice of applicants, 


the operating room administrative 
staff, with the consultant, drew up 
a job description. The assistant 
director of nursing, in charge of 
staffing, shared much of this plan- 
ning since it was she who would 
make the final selection after the 
initial interview by the personnel 
director. 


TRAINING COURSE 


The entire planning group, after 
studying the class outline and the 
correlated experience, decided that 
the course would be 12 weeks in 


length. Not until after completion ~ 


of that period would the individ- 
ual be counted upon as a full- 
fledged staff member. It was quite 
obvious very early in their instruc- 
tion, however, that the technicians 
were beginning to make a con- 
tribution not only toward helping 
with the daily work load but also 
towards the ultimate success on the 
program. 

After completion of the course 
of formal classes and planned ex- 
periences, the frequent confer- 
ences, the demonstrations, etc., the 
nonprofessional workers exhibited 
the ability to serve capably and 
safely on an operating room staff. 
They are now able to scrub on 
such procedures as thyroidectomies, 
gastrectomies and  craniotomies. 
They are quite capable of circulat- 
ing on any kind of an operative 
procedure. In all instances, they 
are under the immediate supervi- 
sion of a graduate professional 
nurse. 

In addition to the technical as- 
pects of their work, these tech- 
nicians also have the responsi- 
bility for keeping the operating 
rooms stocked with supplies and 
equipment, for cleaning the rooms 
between cases and for daily termi- 
_ nal cleaning of the rooms to which 
they have been assigned. They 
prepare instrument kits, linen and 
supplies for the next day’s opera- 
tive schedule. 

How do the technicians function 
at Syracuse Memorial? Each one 
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CAPTAIN: GRADUATE NURSE 


is a team member who works with 
a graduate professional nurse. The 
kinds of personnel on any one team 
vary from day to day, depending 
upon the number of people on or 
off duty and the presence or ab- 
sence of students. Students are not 
relied upon for staffing, panticu- 
larly since the advent of the train- 
ing program. : 

It is recognized that student ex- 
perience has to be considered care- 
fully. Students need a sound basic 
knowledge of asepsis and some 
knowledge of surgical procedures 
in order to understand better the 
needs of the individual patient. At 
the same time, the technician and 
the staff nurse need to continue to 
function on the team. Usually the 
student is considered as an extra 
member, supplementing the per- 
sonnel of a team. | 

The physical setup of Syracuse 
Memorial Hospital’s operating 
room suite lends itself easily to 
team nursing. All operating rooms 
lead off a long corridor; two rooms 
share a common scrub room and a 
common sterilizing unit and work 
area. One graduate nurse is as- 
signed as team captain for each 
pair of operating rooms. Her team 
consists of four people—usually 
three technicians and one grad- 
uate nurse, although she may have 
four technicians and no graduate 
nurse, depending upon the kinds of 
procedures booked for the two 
rooms. | 

The team captain makes the as- 
signments for her group. She may 
assign a technician to scrub in each 
room or she may assign a graduate 
nurse to scrub on some problem 
procedure or some particularly- 


interesting operation. In any event, 


this concept of team nursing dia- 
grams as indicated at top of page. 

In making assignments, the su- 
pervisor or the head nurse tries to 


CAPTAIN: GRADUATE NURSE 


keep the same team together for 
a period of several weeks. She also 
tries to assign a team to the same 
room for two reasons. First, be- 
cause the surgeons tend to work in 
the same rooms, the team learns 
to assist the doctors more ably. 
Second, the technician takes a 
great deal of pride in keeping “his” 
room well-stocked and clean. 

From time to time, however, it 
has seemed expedient to change 
the members of a team. Different 
graduate nurses teach differently — 
each has a unique contribution to 
make in the training of the non- 
professional worker. If from time 
to time there is personality conflict 
or too much competition, the 
change eliminates any such diffi- 
culties. Too, since the technicians 
share in taking call, a well-round- 
ed, versatile person must be de- 
veloped so that the surgeon will 
have consistently-skillful assist- 
ance at any time, day or night. The 
evening and night nurses become 
the team captains after the day 
staff has gone off-duty. 

This team method of nursing 
works beautifully. Someone may 
ask, “Why have five people for two 
operating rooms where formerly 
four could do the job?” The an- 
swer to that question is simply 
that, formerly, the four people 
were graduate professional nurses. 
Now, with technicians taking over 
the mechanical skills of the grad- 
uate nurse, the fifth person has to 
be the professional nurse in the 
person of the team captain. She is 
the key individual responsible for 
anticipating needs and problems, 
for exercising judgment, for the 
management of two operating 
rooms. 

In addition to the four major 
rooms shown in above chart, there 
are three additional rooms —a 

(Continued on page 162) 
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f fe pe IN ESSENCE, is the story of how 


a hospital “let the kids take over” 
a good share of its building fund drive. 
More than that, it is a true success 
story. 

This fall, as 155-bed Arlington (Va.) 
Community Hospital was readying itself 
for a million-dollar drive, students from 
nearby Washington and Lee High School 
came up with a request. “Let us take 
over the job,” they said, in brief. “We 
will organize and conduct the house- 
to-house solicitation. We will arrange 
publicity. Our dramatics class will do 
their part on radio and television, and 
our art class will develop posters.”’ 

A decision was to be made, but it was 
not a difficult one. The hospital admin- 
istrator had seen visible interest on the 
part of two young students invited to 
visit on National Hospital Day, May 12. 
Now he saw future leaders of the com- 
munity ready to prepare themselves for 
that leadership. He saw present leaders 


awakened to new interest in the affairs 
of the hospital. 

The youngsters immediately began 
organization of an ambitious program - 
to contact approximately 60,000 homes 
within a two-hour period on November 
17, the night picked for the drive. Stu- 
dent solicitors were needed: 1,700 vol- 
unteered from Washington and Lee High 
alone, and additions from four other 
schools swelled the ranks to 2,700. The 
plan called for each solicitor to canvass 
25 homes in the two-hour campaign. 
Each solicitor would be responsible to 
a team captain, who would be respon- 
sible in turn to an area chairman. A 
central office would keep in constant 
touch with each area chairman. 

A “selling job,” moreover, had to be 
done in the community. The night of 
the drive itself, there would be no time 
to explain “why’s and wherefore’s.” 
This, too, was done. The community was 
thoroughly “sold.” 
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Then came the long-awaited night 
of November 17. Pictures on these 
pages and those that follow tell the 
story. As this is being written, returns 
still are coming in. November 17 alone 
swelled the hospital building fund by 
$51,000. | 

Participation by youth? Administra- 
tor Anderson explains that he, too,:- was 
“sold” during the campaign: 

“I can say that never in my 17 years 
of hospital work havé I been privileged 
to be part of any campaign as well or- 
ganized and conducted as this one. It 
has been a most exciting experience 
for me and, from all reports, for the 
entire comrhunity. 

“Our community is rightly proud of 
these young folks, and while the hos- 
pital board has plans to express its ap- 
preciation in a more lasting way, the 
community joins the hospital in saying 
—‘Thanks for a job well done.’ ”’ 


Student volunteers took over all phases of campaign— 
promotion, publicity and door-to-door solicitation. As 
tomorrow's leaders, they learned from such hospital 
officials as Administrator John J. Anderson (above, left) 
and Donald E. Ball (above, right}, chairman of the 
fund-raising committee, about objectives of the hospital 
and its place in the community. These objectives were 
translated (left) into campaign planning. 
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The drive was underway! 
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headquarters schoolroom, Washington and Lee High School, workers manned telephones . . . . 
..., pamphlets were distributed, and last-minute plans checked. | 
All over Arlington, student solicitors set forth.... 
On every hand, they were met by success... . 
Money and pledges poured into local headquarters . . . . 
Escorted by police, area chairmen carried local receipts to... . 
.... one of five banks cooperating by keeping their doors open. Spot announcements 
donated by a local radio station kept listeners up-to-date on progress of the drive. 


(Left) The welcome that 
met teenagers meant welcome 
dollars for the hospital: 


(Right) Even the ‘romper’ 
set was ready and 
willing with contributions. 


(Below) Generous giving 
was hallmark-of students’ 
success as solicitors. 
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HROUGHOUT THE HISTORY of the 
hospital standardization pro- 
gram, which has evolved into what 
we now know as the hospital ac- 


creditation program, considerable. 


emphasis has been placed on the 
maintenance of good medical rec- 
ords. The present point-rating 
schedule assigns to medical records 
165 points out of 1,000, or 16.5 per 
cent of the total score that can be 
earned by the hospital. This may 
seem excessive until one considers 
that good medical records not only 
contribute to the professional care 
of patients but also reflect in gen- 
eral the quality of professional care 
that is given in the hospital. The 
relatively large number of points 


assigned is a recognition of both 


aspects. 

The modern practice of medicine, 
with its emphasis on treating the 
“whole man,” brings into play the 
skills of a variety of medical spe- 
cialists and trained medical assist- 
ants. Proper management of the 
care of the patient by the attending 
physician, therefore, requires 
prompt recording in the medical 
record by each member of the 
team. The number of consultants 
and assistants may vary widely, 
depending upon the nature of the 
patient’s illness; but today all hos- 
pital episodes except the most 
minor ones require the services of 
several different members of the 


hospital staff, and the recording of — 


their findings. 


RECORDS "KEY TO TOMORROW’ 


Twenty years ago we thought 
the practice of medicine was com- 
plex—and so it was, in comparison 
with the preceding decade or so. 
But today the rapid progress of 
medical science and the simulta- 
neous increase in medical special- 
ization have brought about even 
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The physician should pause to reflect, in preparing the medical 
record, that today’s detail may determine tomorrow's diagnosis— 


JACK MASUR, M.D. 


more dramatic changes in hospital 
care. All of these factors have 
tended to complicate the problems 
of communication among the mem- 
bers of the medical care team. 

The written medical record is 
the only reliable way to make sure 
that everyone concerned is fully 
and currently informed. Today’s 
seemingly-insignificant finding can 
be the key to the definitive diag- 
nosis tomorrow. The facts elicited 
by careful and complete examina- 
tions and studies, moreover, bring 
to light unsuspected incipient con- 
ditions that, when found at an 
early stage, can be so treated as to 
prevent later disabling illness. The 
practice of preventive medicine in 
the hospital, which is receiving 
greater emphasis today than in the 
past, contributes directly and 
forcefully to better care of the 
patient. 

Not long ago, I was reviewing a 
few records, both old and new, in 
one of our Public Health Service 
hospitals; and I could not help but 
note the tremendous difference be- 
tween medical records of today 
and those of 60 or more years ago. 
They point up the differences in 
the practice of medicine even more 
than differences in the quality of 
the medical records themselves. 
Here is a typical example of the 
contrast: 

In 1885. The first case is the rec- 
ord of a young man admitted on 


April 4, 1885, after a fall that re- 
sulted in head and back injuries. 
He was thought to have a possible 
fracture. 

The initial history and examina- 
tion notes describe the accident in. 
detail and relate the patient’s com- 
plaints. There are frequent physi- 
cians’ notes and orders, written 
chronologically. He was kept in 
bed, given calomel and castor oil; 
and later, iron and podophyllin. 
His temperature was recorded from 
time to time. 

He improved gradually; his head- 
aches, nausea and vomiting abated. 
Pain in the back lessened, but there 
is nothing to indicate that it ever . 
disappeared. The patient was dis- 
charged on the seventeenth day. 
Diagnosis—concussion of the brain. 
Condition—recovered. 

The entire record consists of 
four pages, and all entries were 
made by the physician. 

Today. In sharp contrast is the 
medical record of the 1950’s. Here 
is a brief summary of one patient’s 
experience. He was admitted, criti- 
cally-ill, following a self-inflicted 
gunshot wound. There are seven 
diagnoses recorded on the face 


sheet: 


1. Psychotic depressive reaction. 

2. Perforating gunshot ‘wound, 
right temporal and parietal lobes 
of brain. 

3. Left hemiparesis due to gun- 
shot wound. 
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4. Flexion contraction, left hip. 

5. Myositis ossificans, muscle, 
left hip. 

6. Chronic brain syndrome, asso- 

ciated with brain trauma. 

7. Chronic brain syndrome, asso- 
ciated with convulsive disorder. 

It is doubtful whether this man 
would have survived in 1885. In 
1953, he survived the acute injury 
and needed more than a year of 
hospital care. During his hospital- 
ization, specialists in neurology, 
psychiatry, neurosurgery, ortho- 
pedics, plastic surgery and oto- 
laryngology were called in for con- 
sultation. Each specialist recorded 
his findings and recommendations. 

‘He had eight radiographic studies 
and 62 clinical laboratory studies. 
A plastic surgeon closed the scalp 
wound by a sliding flap and split- 
thickness skin graft. As soon as 
his general mental and physical 
condition permitted, he was started 
on physical therapy, and this 


treatment continued daily until his © 


discharge. The medical social serv- 
ice department worked closely 
with the physician, the patient and 
his family to develop plans for his 
eventual return home. 

Steady improvement was re- 
- corded as a result of the many 
resources brought to. bear on his 
illness, and eventually what had 
appeared at first an almost-hope- 


less situation resulted in a par- 


tially-restored patient with a fair 
prognosis. When he left our hos- 
pital, his mental illness was mark- 
edly improved. He had become and 
remained alert and well-oriented 
and had achieved return of good 
speech. With some assistance, he 
was able to walk between parallel 
bars and with a cane. , 

He was transferred to another 
hospital closer to his home where 
active therapy could be continued, 
since it was felt that some further 
rehabilitation still could be 
achieved before he was discharged 
to his home. 

The answer to the question— 
“How do medical records contrib- 
ute to the care of patients?”—was 
self-evident from these records. 
Without the detailed record, com- 
pleted painstakingly day-by-day 
by numerous members of the pro- 
fessional and technical staffs—re- 
flecting the team approach to the 
care of the patient—the careful 
treatment during the acute phase 
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_ of the illness and his ultimate 


restoration through rehabilitation 
probably would not have been suc- 
cessfully achieved, certainly not 
so rapidly. 


OTHER BENEFITS 


There are, of course, other by- 
products of carefully-constructed 
medical records. They are an im- 
portant part of medical education 
and research. By applying the 
findings and experience of the past, 
we add to the medical knowledge 
of tomorrow and thus improve the 
care of the future patients. Through 
careful study of medical records, 
it is possible to evaluate the qual- 
ity of care rendered and thereby 
to correct deficiencies. The medical 
audit, which is increasingly impor- 
tant in evaluating the adequacy 
of professional services, is depend- 
ent upon complete, accurate med- 
ical records. 3 

In addition to. the contributions 
of good medical records I have 
mentioned, there are, of course, 
other ways in which they serve the 
hospital, the physician and the pa- 
tient. (1) In these days, for exam- 
ple, hospitals and doctors are in- 
creasingly subjected to tort claims. 
Your best protection against an 
unjustified claim is a complete, 
accurate medical record. (2) Medi- 
cal record abstracts are required 
for third-party payments of pa- 
tients’ bills for hospital and medi- 
cal care, and prompt receipt of 
insurance benefits by the patient or 
his family. (3) Vital records, which 
are valuable to the patient and 
to the administration of public 
health programs, are based upon 
medical records. Public health 
agencies are actively seeking the 
assistance of hospital medical rec- 
ord personnel in securing more- 
accurate vital reports. 

Although it is easier to discuss 


_ the “why” of good medical records 


than the “how,” I am sure that 
hospital administrators, already 
cognizant of their value, are pri- 
marily interested in considering 
ways and means of achieving good 
medical records and an efficient 
medical record department. 

Good medical records do not de- 
velop automatically or by waving 
a magic wand. Establishment of 
rules and regulations governing 
completion of records, employment 
of well-trained medical record li- 


brarians, the appointment of a 
medical record committee—all of 
these are important; but no single 
one, nor indeed all of them, will 
necessarily achieve the desired re- 
sult. They are but tools that must 
be put to work, and they must 
work together to be effective. 
There is probably no other activ- 
ity in the hospital that involves 
so many different disciplines. This 
diversified activity is present not 


- only in all stages of the creation 


of medical records, but also in their 
subsequent use. There is, also, a 
dichotomy in the responsibility for 
maintaining good medical records. 
The medical staff, individually and 
through its departmental organi- 
zation and staff committees, carries 
the primary responsibility for 
creating good records and main- 
taining medical record standards. 
The administration has the respon- 
sibility of providing the facilities 
(space, equipment and personnel) 
whereby medical records are pro- 
duced, maintained, properly-in- 
dexed, filed and made available 
when they are needed. 

It is apparent that with this 
complex administrative situation, 
definite assignment of responsibili- 
ties and clear delineation of re- 
lationships are essential. 

Let us assume that the adminis- 
trator has fulfilled his responsibility 
by employing a qualified medical 
record librarian, by providing ade- 
quate personnel, space and equip- 
ment for the department, and has 
made available to the medical staff 
the facilities for the preparation 
of medical records, such as dictat- 
ing equipment. What, then, are the 
respective functions and responsi- 
bilities of the medical staff and the 
medical record librarian? 


RESPONSIBILITIES 


The medical staff is responsible 
for the quality of the medical rec- 
ords and for evaluation of the 
quality of care given to patients, 
as revealed by the medical records. 
The first responsibility is dis- 
charged through the medical record 
committee, which is composed of 
representative members of the 
medical staff appointed usually by 
the chief-of-staff. The medical rec- 
ord librarian serves on this com- 
mittee as a technical representa- 
tive and staff assistant and is 
responsible for keeping the min- 
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utes of committee meetings. It has 
been our experience in Public 
Health Service hospitals that the 
addition of a representative of the 
nursing service on this committee 
is valuable in developing medical 
record procedures and policies. 

The medical record committee 
not only should supervise and 
evaluate medical records, but also 
should develop rules, regulations 
and procedures relating to medical 
record practices, in order to insure 
maintenance of acceptable stand- 
ards. These regulations, when 
adopted by the executive commit- 
tee of the medical staff, become a 
part of the conditions of hospital 
privileges agreed to and signed by 
every physician practicing in the 
hospital. Enforcement of these 
rules and regulations is likewise 
the responsibility of this medical 
committee, backed up by the ex- 
ecutive committee and the admin- 
istration. 

These rules and _ regulations 
should include as a minimum: 

(1) Provision governing the re- 
sponsibility of the attending physi- 
cian for the preparation of a com- 
plete medical record of each pa- 
tient. Each record should contain 
the detail recommended by the 
Joint Commission on Accreditation. 
(These I will not repeat here since 
they are readily available in the 
literature and on the hospital ac- 
creditation scoring form). 

(2) The signature of the attend- 
ing physician attesting to the ac- 
curacy and completeness of the 
record should be specified. 

(3) Consideration should be giv- 
en to adopting regulations that 
govern the prompt recording of the 
history and physical examination 
after the patient’s admission (24 
to 48 hours is considered within 
the acceptable limits), prompt re- 
cording of operative procedures, 
and the frequency of progress 
notes. 

One of the prescribed duties of 
this committee is review and ap- 
proval of the quality of medical 
records before they are filed. In 
my opinion, the requirement that 
all records be reviewed by the 
committee can be accomplished 
with any degree of completeness 
only in the very small hospital. In 
most hospitals, the committee 
can handle only a selected sample 
of the records if it is to review 


them carefully. It seems to me that . 


better control of the quality of the 
records will result if the committee 
carefully reviews a selected sam- 
ple of the records. This is better 


than attempting to check all of 


them in the cursory manner, which 


is inevitable due to the pressure 


of time. 

The committee can request the 
medical record librarian to bring 
in a group of records, selected on 
a random-sampling basis prescrib- 


ed by the committee. This method 


will result in the regular review 
of a representative number of rec- 
ords of each clinical service or 
physician, as the committee de- 
sires. The medical record librarian 


should be free to bring to the com- 


mittee’s attention additional indi- 
vidual records about which she has 


questions. 


This selective review by the 
committee is in addition to the 
approval of records by the chief 
of each service. The degree to 
which the service chiefs perform 
this responsibility can be evalu- 
ated by the committee in its re- 
view of the selected sample of rec- 
ords. 

The medical staff further ful- 


fills its responsibilty of evaluating 


the quality of care by case reviews 
in departmental meetings, in clini- 
cal-pathological conferences and, 
in some hospitals, by a medical 
audit committee. All of these ac- 
tivities are dependent upon com- 
plete medical records. 


RECORD LIBRARIANS’ FUNCTIONS 
It is a fair statement to say at 


the present time there is no clear | 


and generally-accepted delineation 
of the medical record librarian’s 
duties, her authorities or relation- 
ships. The medical record librarian 
represents a relatively-new pro- 
fession that has come into being 
during the past 30 years as a di- 
rect result of the hospital stand- 
ardization program. With the ac- 
celeration of hospital and medical 
care programs, new duties and re- 
sponsibilities have been thrust 
upon this young professional group 
with few, if any, guidelines to 
direct their operation. I under- 
stand that the medical record li- 
brarians themselves, through the 
American Association of Medical 
Record Librarians, are seeking an 
objective evaluation of their duties 


and responsibilities, in order to 
have a definition of their functions 


and working relationship in hos- 


pitals and to develop an appro- 
priate education program. 

At present, certainly, there is 
wide variation in the concept of 
duties of a medical record librari- 
an. In some situations, she is a 
“watchdog,” a policeman and a 
dreaded authoritarian; in others, 
she is a professionally-recognized 
assistant to the medical staff, a 
teacher of medical record princi- 
ples and the right arm of the medi- 
cal record committee. In a sense, 
she is their detective, but actions 
resulting from the delinquencies 
she detects are taken by the com- 
mittee. 

I think most of us will agree 
that in order to function as a 
medical assistant and teacher, the 
medical record librarian should 
not also be a disciplinarian. If you 
doubt that some hospitals are still 
perpetuating the “watchdog” or 
“policing” activities of medical rec- 


ord librarians, the following ex- 


cerpt from a newspaper, dateline 
Nov. 1, 1953, describing what a 
medical record librarian is, will 
remove your doubts. I quote: 
“Nagger” is the name one 

physician always gives Mrs. A 

and once a doctor hid behind a 

water fountain to escape her. 

She spends hours daily on the 

hospital floor ‘running the doc- 

tors down,’ she explains, be- 
cause it is up to the medical - 
record librarian to ‘bully’ 
them, if necessary, to. get the 

records completed before im- 

portant details are forgot- 

The picture described in this 
news story sounds’ more like a 
game of cops and robbers on the 
street corner than the performance 
of professional duties in the dig- 
nified atmosphere of a hospital, 
where—presumably—everyone is 
devoting his time and attention to 
the care of the sick. I have heard 
that some record librarians, un- 
able to bring themselves to the 
pursuit of the delinquent doctors 
through the corridors of the hos- 
pital, resort to a store of candy 
and cigarettes to lure the delin- 
quents into the record room. 

Surely the time has come for 
administrators to take the chain 

(Continued on page 159) 
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the 


responsibilities 


council membership 


' AST YEAR WAS the first year 
that all the councils had the 
opportunity to meet together as 
you are meeting together today. I 
think meetings of this sort are 
going to help dispel questions 
that council members—like my- 
self—faced in prior years as to 
how and where their particular 
council fitted into the total pic- 
ture. These meetings are intended 
to place the whole work of the 
Association in focus for the various 
council members. 
_ I will try to outline for you the 
responsibilities of the councils or 
of the individual members of the 
councils under three major group- 
ings. 

The first responsibility as I see 
it would be interpretive in nature. 
That is the responsibility of the 
council to interpret to Association 
officers and staff the membership’s 
special needs, or unmet needs, as 
well as the continuing needs for 


existing programs. Our continu- . 


ing program must be constantly 
screened in such a way as to make 
sure it best meets the purposes of 
the Association and to maximize 
the resources the Association is 


devoting to each particular activ-— 


ity. We might say that this is a 
grass-roots function. 

Council members are chosen be- 
cause they represent a diversity 
of hospitals—different sizes, differ- 
ent geographical locations and dif- 
ferent types of ownership. . 

Because of this diverse type of 
representation, we secure inter- 
pretation of a good cross-section 
of our hospital system for the of- 
ficers and staff of the Association 
as to whether a project should be 
-undertaken, and if it should be un- 
dertaken, what resources should 


Mr. Brown is president-elect of the 
American Hospital Association. 


JANUARY 1955, VOL. 29 


be allocated to it and how much 
effort and energy put behind it. 

Now, there are a number of 
questions that I think each council 
member should pose to himself 
when scrutinizing both the exist- 


{Editor's Note: Members of the American Hospital Associa- 
tion's eight councils. and committees met October 21-23 at 
the Lake Shore Club, Chicago, for the second annual Joint 
Council Meeting. The purpose of the meeting was three-fold: 
(1) to review the organizational structure within which the 
~ councils work; (2) to re-examine the functions and activities of ed resources. 
the councils as a basis for developing a plan for an extended 
Association work program; and (3) to begin work on the 1954- 


1955 council activity program. 


Prior to the councils meeting separately, Ray E. Brown, 

president-elect of the Association who has served on three 
councils and has chaired one, outlined the responsibilities 
_ of councils and council members both in terms of the expand- 
ing Association program and the need for good stewardship 
in allocating the new resources that will be made available 


because of the dues increase. 


His talk indicated the seriousness with which the officers 
and council members approach their responsibilities and is 
therefore reproduced herewith for the benefit of the entire 


membership.) 


ing program or a proposed pro- 
gram. 

First, what is the priority of a 
particular activity? Should the 
Association undertake this activity 
before it undertakes another aec- 
tivity? This is by far Ahe largest 
voice of the Association, because 
from my personal obserj|vations of 
the Association in action, I have 
seen very little reach the Board or 
very little done by the staff that 
has not been initiated by one of 
the councils. The usual procedure 
is that after examination of a 


proposed activity, if a council ac- 


cepts the activity’s value and as- 
signs it a high priority, it puts its 
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full vigor and enthusiasm behind 
the activity to see that the activity 
gets priority over some other ac- 
tivity of sorne other council or over 


the individual desires of some 


member in the field. 

This matter 
of priority be- 
comes an im- 
portant ques- 
tion when you 
consider that 
the Association 
has very limit- 


heard some 
substantial 
sums mentioned 
here this morn- 
ing in regard to 
the increased 
dues. The in- 
creased dues, 
even after the 
building is 
completely paid 
off so far as the 


part of the in- 

debtedness is 

concerned, will 
not allow us to double the present 
activity. In other words, even if 
we could double the present ac- 
tivities of the Association, we 
would not meet the demands cur- 
rently proposed by various mem- 
ber hospitals. 

Those of you who have served 
for a year or more on any council 
know the number of items that 
have come before your council that 
could not be acted upon because 
the resources just were not avail- 
able. This means that you now 
have the important assignment of 
determining the use of the new re- 
sources that are available to the 
Association for expansion of pro- 
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gram. It is your responsibility to 
determine which of the needs 
should get first priority, which of 
the needs will get the larger share 
of support and which of the needs 


- will receive the most energy on 


the part of the Association staff. 
There is a second question coun- 
cil members should pose to them- 
selves in evaluating a proposed 
program. Is this particular ac- 
tivity accomplishable? Certainly, 
the Association to my way of 
thinking, has many activities pro- 
posed that just aren’t accomplish- 
able. This may be due to the 
prohibitive cost involved, or to the 
prevailing political climate, or to 
the determined opposition of other 
associations and groups with a 
special interest in the particular 
question. It may be that these ac- 
tivities are accomplishable at some 
later period. But the council mem- 
ber as he scrutinizes suggested 
programs, as he evaluates the 
ideas that have been transmitted 
from the field, from the staff, from 
the Board or from the council it- 
self, has to at all times ask the 
question—is this particular activ- 
ity accomplishable at this time? 


Now another question, becoming 


increasingly important by the year, 
is the level at which an activity 
should be undertaken. Is the par- 
ticular program one that should 
be undertaken at the national 
level? Is it one that should be un- 
dertaken at the state level? Is it 
one that should be undertaken by 
a regional or metropolitan hospital 
council? Because we have an im- 
mense number of problems sug- 
gested every year to the Associa- 
tion, we must choose wisely before 
undertaking any of them. Many 
can be more adequately handled 
at the local level. You will some- 
times find the membership urging 
the Association to undertake prob- 
lems at the national level that re- 
ally affect only one locality within 
a state. Because the dues are de- 
rived on a national basis, it is 
necessary that the Association un- 
dertake only those problems sig- 
nificant to all our hospitals. 
Another question has to do with 
the form in which our services are 
put out. Are our services under- 
standable? Should this activity be 
accomplished through a manual, or 
should it be accomplished through 
an institute, or how should it be 


accomplished? If it is to be accom- 
plished through a manual, is the 
manual itself understandable? I 


am sure that all of you have at 
. some time heard the complaint that 
‘some of the material that the As- 


sociation issues is not highly use- 
able in the form it is given. It may 
be too elementary in one instance, 
or it may be too advanced in an- 
other. Then, of course, as you work 
with individual problems within 
the hospital, you find that indi- 
vidual levels of education vary 
within every hospital. A manual 
that is being prepared for house- 
keeping maids may have to be 
prepared on a much different basis 
than a manual being prepared for 
dietitians because of superior edu- 
cation, or other differences. What- 
ever the medium of distribution, 
the Association material must be 


aimed directly at the particular 


audience involved. 


EVALUATION 


The second group of responsi- 
bilities of a council are those of 
evaluation. It’s just as easy for a 
large association to become insti- 
tutionalized as it is for a hospital. 
It is possible for the staff of a 
large association to develop pet in- 
terests and to push a particular 
program because of their own en- 
thusiasm for it. Special interests 
might also cause council members 
to do likewise. Or the absence of 
particular problems in their own 


_ hospitals may tend toward either 


decreasing the scope of a program 
or eliminating it entirely. So we 
must constantly evaluate what the 
Association is doing in terms of the 
total membership. Is the program 
meeting the need properly? Has 
any activity lost its priority? If so, 
should that activity be relegated 
to a much more minor role so that 
more pressing problems facing the 
Association can receive the atten- 


-. tion and energies of the council 


members as well as of the Associa- 
tion staff. 


The. third responsibility—and 
_ the one that I think may in the 


end be the most important—is that 
council members give sponsorship 
and prestige to the work of the As- 
sociation. 

Some members have complained 
that not enough was said prior to 
the American Hospital Associa- 
tion’s annual meeting regarding 


the necessity for the dues increase. 
In my opinion that is just another 
way of saying that the influence 
of those of us who are involved in. 
the affairs of the Association was 
not felt among the membership 
strong enough and early enough. 
It is very difficult for those who 
do not have a fairly close contact 


with the work of the American 


Hospital Association to realize all 
the factors that go into decisions. 


It’s difficult for me sometimes to 


understand the thinking and the 
deliberations that went into the 
decisions of one council or another. 
Unless you know the details, un- 
less you can see the agonizing dis- 
cussions, and the arguments pro 
and con to so many of the difficult 
questions that arise, ‘you can not 
understand the whys and where- 
fores of the decisions that were 
made. 

I think it is the responsibility of 
every council member to defend 
the action of his particular council 
or to defend the actions of the As- 
sociation to the extent that he un- 
derstands those actions. He also 
must lend prestige to the work of 
the Association by participating as 
actively as possible at the local - 
and state level so decisions made 
at the national level can be inter- 
preted to the state and local 
groups. 

In Mr. Maurice Norby’s very 
good talk this morning, he em- 
phasized service more than he did 
policy announcements of the Asso- 
ciation. It has been my experience 
that we have had more difficulty 
with our membership regarding 
our policy pronouncements than 
with services that we render. I 
think that it is an important duty | 
of an association—representing as 
large a segment of the health field 
as this one does—to constantly 


‘study and take a position on any 


policies affecting hospitals or the 
health field of which they are a 
part. It should constantly advise 
its members of the reasons behind 
such policy pronouncements. It is 
the duty of the Association to rep- 
resent the collective attitudes and 
thinking of its membership. 
Every council—perhaps some 
more than others—is going to run 
into questions requiring policy de- 


termination. Every council mem- 


ber will have to try to interpret 
(Continued on page 160) 
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HE 437 HOSPITALS and clinics 
making up the New England 
Hospital Community will add an- 
other facet to its already exten- 
sive educational program this year. 
The innovation—a series of “In- . 
structional Conferences’’—will be 
offered during the annual New 
England Hospital Assembly sched- 
uled in Boston at the Hotel Statler, 
March 28-30. 3 
Patterned after short, concen- 
trated postgraduate courses, the 
conferences will supplement the 
regularly scheduled 17 general and 
special sessions, the full-day Trus- 
tee Institute and the Auxiliary In- 
stitute. Scheduled in 27 subject 
areas dealing with specific prob- : 
lems most often confronting ad- 
ministrators and other personnel 
in their everyday duties, the con- 


OUTLINE OF 
NEW ENGLAND HOSPITAL 


q EDUCATIONAL PROGRAM 


ferences offer an excellent edu- 


Ingenuity and codperation 
are ingredients in 


New England’s education program 


for hospitals. 


a coordinated 
effort 
in continuing education 
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cational opportunity to various 
groups of hospital personnel. 

Listing a few topics illustrates 
the scope of the program: form 
simplification, supervision of per- 
sonnel, safety, personnel policies, 
explosion hazards in the operating 
room, central supply, the nursing 
audit, use of technicians in the 
operating room, control of expen- 
sive drugs, preventive mainte- 
nance, dietary cost control and in- 
tramural medical staff education. 

Specialists in each subject have 
been invited to lead the confer- 
ences and to present in didactic 
fashion all pertinent information 
in their particular field. This will 
include discussions of problems 
that the specialists feel have been 
successfully dealt with in some 
hospitals. Those attending will 
have an opportunity to participate 
through asking questions, raising 
problems of their own and sharing 
experiences, although not on such 
an extensive basis as in a work- 
shop program. Length of each ses- 
sion is one hour and a half. 

The question of topic selection 


Mr. Viguers is the administrator of the 
200-bed New En d Center Hospital, a 
unit of the Medical Center, 
Boston, and is chairman of the Pro- 
gram of the New England Hos- 

Assembly. 
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for the series was answered by 
reviewing a consensus of the offi- 
cers and trustees of the Assembly 
who represent a cross section of 
all types of hospitals in New Eng- 
land. What they considered the 
most immediate needs, together 
with topics that were requested 


by others, form the basis of the 


program. 


CONFERENCE CONTENT 


Reviewing the proposed content 
of a few of the conferences per- 
haps indicates their practical value 
and the benefits students will de- 
rive from attending any of the 
sessions. “How To Run A Depart- 
ment Head Meeting’ will cover 
the complex personal factors in- 
volved in running a_ successful 
meeting in which there is general 
participation and solution of prob- 
lems by group efforts. “How To 
Present Reports” will offer sug- 
gestions on presenting effective re- 
ports, the types of information to 
include and discussion of reports 
deemed successful by the special- 
ist conducting the session. 

Another session, “Organizing 
The Administrator,’’ is designed 
for administrators’ secretaries. It 
will cover such practical things 
as making up daily schedules, cut- 
ting unwanted calls and callers, 
filing and arranging transporta- 
tion. “‘Administration of Operating 
Rooms” will stress the principles 
of organization and operation that 
are conducive to smooth function- 
ing. Discussions of operating room 
problems that have been success- 
fully handled are also included. 

Registration for the courses 
must be completed in advance. 
Registration blanks listing all con- 
ferences were sent to Assembly 
members. These are to be filled 
out and returned along with a reg- 
istration fee of $1 for each course 
selected. Admission tickets for the 
sessions selected will then be 
sent to the registrant. All sessions 
are closed, and no one will be ad- 
mitted without a ticket. The plan- 
ning limits attendance at each con- 
ference to 25 persons, but if the 
demand for any one course is 
great, the program committee will 
try and arrange additional sessions. 

What brought the “Instructional 
Conferences” into existence? 

In the past it was thought that 
stimulating and inspiring people 


through general presentation 
Was enough in the way of educa- 
tional effort. In large. audiences 
there is a wide variety of individ- 
ual differences represented. Some 
persons are not at all interested in 
the topic being presented. The de- 
gree of interest in others varies. 
The approach to the subject must 
be broad enough to include all in- 
terests. The speaker must take all 
these factors into consideration 
when making his presentation. 
These are some of the problems in 
motivating a large group. Even if 
the speaker is successful in over- 
coming some of these obstacles, 
stimulation or inspiration of the 
audience often lasts only as long as 
the people are in the room in 
which the presentation was made. 
This is not to say that this method 
of education is outmoded—it still 
has its place. 

Our aim in planning the new 
series of conferences was to meet 
the demand for study of more 
specific subjects by smaller groups. 
The officers and the board of the 
Assembly felt this demand could 
be honored and should be honored. 
It should be honored because the 


very basis of the Assembly’s ex- 


istence is to fulfill educational 
needs as they arise and are recog- 
nized. It could be honored, it was 
felt, by maintaining the regular 
Assembly general and institutional 
pattern and adding a new group 
of meetings. The availability of 
specialists within the area itself 
and the regard in which the As- 
sembly itself is held made the 
process of obtaining conference 


leaders comparatively simple. 


Our feeling is that by under- 
taking this educational step, we 
are embarking on a program that 
will have three definite advan- 
tages: (1) With such a broad 
range of conferences offered, there 
will be something to interest prac- 
tically every level of hospital em- 
ployee. They can select the topics 
of immediate interest to them. (2) 
The group attending eash session 
will be small, and since everyone in 
the group has selected to attend, 
individual interests will be rela- 
tively identical. The conference 
leader can therefore be more spe- 
cific and education can be more 
closely associated with the stu- 
dents’ interests, problems and con- 
cerns. (3) A specialist will com- 


press into an hour and a half ses- 
sion information for a “tailor 
made” audience. In this environ- 
ment the participants get the bene- 
fit of an expert’s viewpoint and 
an opportunity to use his thinking 
to evaluate and think through 
their individual problems. 
Immediately following the As- 


sembly, a survey is planned to 


evaluate the registrants’ and con- 
ference leaders’ reaction to the 
new series. It is hoped the results 
of the survey will be published 
to help groups who may wish to 
use a similar pattern. 

The development of this new 
program follows the pattern of 
past efforts in hospital education 
made jointly by the institutions 
of the New England Community. 
Over the years, effective means 
for exchanging information 


broadening educational opportun- 


ities for the people who work in 
the hospitals of the six-state area 
have been developed. This has 
been done on both a state-wide 
and regional basis and has meant 
a higher degree of efficiency in 
each of the institutions that collec- 
tively care for more than 1.4 mil- 
lion patients annually through the 
services of 15,000 practicing physi- 
cians, 22,000 nurses, 4,000 techni- 
cians and 30,000 staff workers. 


OTHER NEW ENGLAND PROGRAMS 


A look into the programs al- 
ready in effect best describes the 
successful ventures in mutual 


help. Each program was evolved 


and directed by collective and in- 
dividual groups interested in good 
health and hospital care through 
efficient hospital administration. 
The entire area is active and in- 
terested, participating through state 
organizations in the annual New 
England Hospital Assembly. 
Started in 1921 as the New Eng- 
land Hospital Association, it was 
the first regional hospital associa- 
tion in the United States and the 
forerunner of the now active in- 
dividual state hospital associations. 
It undertook a broad educational 
program as its main function, but 
with the development of the state 
organizations became the common 
meeting medium where both na- 
tional and local problems could be 
discussed and new developments 
examined from a regional point of 
view. The annual three-day pro- 
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gram now attracts more than 5,000 
registrants to Boston each March. 
In addition, the Assembly, 


through its Policy Advisory Com- 


mittee on Education, made up of 
representatives of each of the 
state associations and officers and 
trustees of the Assembly has de- 
veloped a year-round program of 
central and traveling institutes. 
The central institutes meet in 
Boston and concern themselves 
with problems of general interest 
to all hospitals. The 

traveling institutes, de- 


individual state associations. With 
the rapid development of medicine 
over the last 25 years and the sub- 
sequent need for more and larger 
hospital facilities and for an in- 
creased number of experienced 
and skilled staff workers, problems 
arose in hospital administration 
beyond the functional scope of the 
area body. Increase of facilities in 
every state brought with it new 
problems in accounting, admit- 
ting, laboratory techniques, nurs- 


how it’s done 


burden. In addition, each associa- 
tion, through these active work- 
ing committees, has implemented 
its own educational program and, 
in cooperation with the Assembly 


institutes, brought new develop- — 


ments where today no hospital in 
any of the six states need want for 
outside advice or counsel in any 
of their departments. 

The Connecticut Association fos- 
ters and encourages an~ inservice 
training program through plan- 
ning programs in coopera- 
tion with the national or- 
ganizations of various hos- 


signed primarily to benefit 


pital specialties, such as 


STATE HOSPITAL ASSOCIATIONS 
EDUCATIONAL ACTIVITIES: 


small hospitals, are con- I 


fined to a series of one- accounting, medical rec- 


ords, laundry, housekeep- 


day sessions. A faculty of 1. Public education and information. 

two or three specialists go, 2. Annual meeting. ing, pharmacy and medical 

upon requests of state as- 3. Area meetings. technology. These pro- 
sociations, to any place 4. In-service training programs. grams have provided the iy 
where a sufficient number 5. Workshops. guidance to make indi- e 
of interested people may : Traveling consultants. vidual specialists in the a 


be assembled. They cover 
specific topics dealing with 
accounting, personnel, 
nursing, purchasing or any I. 
of the other various phases 
of hospital staff work. 

Now in its 34th year, the 
Assembly is examining its 
program with an eye to 
additional activities. One 
of the developments being 
considered is the estab- 
lishment of a permanent 
staff to work even more 
closely through the state 
associations with _ their 
member hospitals in ex- 
panding educational insti- 
tutes or information pro- 
grams. 

The Assembly now func- 
tions entirely on a volun- 
tary basis. Its officers, trus- 
tees and various commit- 
tees include hospital lead- 
ers, who hold positions of responsi- 
bility, but who give their time and 


energy to the development -and. 


work of the Assembly. However, 
through growth and an increased 
year-round program, it is now felt 
the Assembly could accomplish 
even more with a permanent staff 
to handle and coodrdinate its activi- 
ties with those of local state and 
national groups. 

No single factor in the estab- 
lishment of educational programs 
has been more important to the 
area than the development of the 
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librarians. 


NEW ENGLAND HOSPITAL ASSEMBLY 
EDUCATIONAL ACTIVITIES: 


1. Annual 3-day assembly — 


a. General sessions 

b. Trustee institute 

c. Auxiliary institute 

d. Instructional conferences 
e. Discussion groups 

f. Exhibits 


2. Central institutes 


3. Traveling institutes 
a. Accounting 
b. Personnel 
c. Purchasing 
d. Nursing 


lll. AMERICAN HOSPITAL ASSOCIATION 
AND AMERICAN COLLEGE OF 
HOSPITAL ADMINISTRATORS 
INSTITUTES 

IV. BINGHAM ASSOCIATES PROGRAM 

V. SUPERINTENDENTS’ CLUB — monthly 
meeting 


ing dietetics, legislation, Blue 
Cross and other hospital insurance 
problems, and increased pressure 
from public and private organiza- 
tions and the public at large. 
Recent information from each 
of the six state associations bears 
out the importance and effective- 
ness of their work. They have 
developed organizational, infor- 
mational and legislative commit- 
tees and have established liaison 
with hospital insurance programs 
to a point that has relieved indi- 
vidual hospitals of much of the 


Programs with special groups such 
as accountants, medical records 


state’s hospitals more val- 
-uable to their own institu- 
tions. Workshops on hos- 
pital purchasing have filled 
a most pressing need. Con- 
ferences to educate trustee 
groups on such matters as 
legislation, hospital financ- 
ing and capital planning, 
are resulting in integrat- 
ing trustees more actively 
into the individual hospi- 
tal management picture. 

Included in the Maine 
Hospital Association edu- 
cational program is an 
annual institute at Colby 
College which highlights 
sessions for administra- 
tors, members of govern- 
ing boards, auxiliaries, 
and record librarians. In- 
stitutes held throughout 
the state in codperation 
with the state association 
and the Assembly are fea- 
tures of its program. 

The Massachusetts Hospital As- 
sociation has developed interest on 
the sectional level through re- 
gional council metings. In co- 
Operation with the Assembly's in- 


stitutes, it has made specialists | 


available to each region in all 
fields from accounting and admit- 
ting to business office procedure 
and x-ray. A standard accounting 
system to facilitate reporting hos- 
pital figures and compiling statis- 
tics has been evolved and put into 
operation. A staff accounting spe- 
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cialist was made available to all 
hospitals to consult with individual 
accounting departments. Through 
the use of active committees, the 
Massachusetts group is teaching its 
members to better understand and 
work with private and public or- 
ganizations, the state legislature, 
the press, and is offering help in 
dealing with the thousands of 
other problems in hospital admin- 
istration that otherwise would be 
left to be solved by the hospitals 
themselves. 

The educational program of the 
New Hampshire Association is 
being carried on through annual 
fall and mid-year meetings, hos- 
pital council meetings and meet- 
ings planned especially for boards 
of trustees. Its educational com- 
mittee, formed to establish ground 
work for help in fields where hos- 
pitals desire further educational 
programs, is an active working 
committee. An accounting service, 
similar to that established in Mas- 
sachusetts, is available to help 
provide member hospitals with a 
uniform accounting system. New 
Hampshire has also created a state 
chapter of the American Associ- 
ation of Hospital Accountants. 
‘In Rhode Island, quarterly 
meetings are held at which area 
experts in various phases of hos- 
pital work speak. Under a council- 
type program all hospital fields are 
afforded an opportunity to come 
together and examine their work 
with an eye to improving their 
efficiency. A cost analysis program 
for member hospitals has also 
been established and _ informal 
meetings covering such subjects 
as salaries, hours and working 
conditions are held. 

Effective codrdination of the 
Assembly’s traveling institutes 
with the Vermont Association’s 
program is listed as one of that 
group’s major projects. The hos- 
pitals in the state have availed 
themselves of every institute but 
one offered on a traveling basis. 

Much has been accomplished on 
state-wide levels, but much still 
remains to be done because of the 
rapidly changing hospital picture. 
Member hospitals must be taught 
to carefully watch legislation that 
affects them and to keep aware of 
changes in hospital regulations and 
policies. They must be helped in 
their relations with the general 


public and the press, and in the 
thousands of other things that 
they would find difficult—if not 
impossible—to accomplish without 
mutual help among themselves 
through their associations. 
Another educational program, 
the Bingham Associates Program, 
is being watched with great in- 
terest by both hospital and medical 
leaders. The program now serves 
Massachusetts and Maine. Estab- 
lished by William Bingham, II, 
in 1932, to improve medical care 
in New England, it now operates 


with Boston’s New England Cen- 


ter Hospital and the Tufts College 
Medical School, units of-the grow- 
ing New England Medical Center, 
as its teaching and administrative 
base. 

In addition to offering 45 affili- 
ated hospitals and their staffs 
closely integrated help in clinical 
diagnostic aid, graduate education 
through an intern-resident train- 
ing program, medical research, 
and a continuing postgraduate 
education for the physician, the 
Bingham program offers a hospi- 
tal extension service. It bases this 
program on a premise that rec- 
ognizes the value of laboratory and 
clinical investigation, but that also 
understands the equal importance 
of taking into consideration the 
hospital in which the physician 
practices and the necessity of edu- 


cational aid to members of the 


administrative staffs of these hos- 
pitals. This includes paramedical 
services without which modern 
medicine cannot be practiced. 
To this end it offers consultation 
services by the simple means of 
honoring requests from affiliated 
hospitals for help in problems with 
which these hospitals are not ade- 
quately prepared to cope. Turning 


to the Bingham Associates Pro- | 


gram, each of these 45 hospitals 
can be assured of receiving imme- 
diate and direct help by Bingham 
experts in any particular field. 


INTEGRATION OF OTHER PROGRAMS 


These programs of education, 
integrated with other programs 
and information panels offered by 
the American Hospital Association 
and the American College of Hos- 
pital Administrators, give a well- 
rounded educational opportunity 
to each and every hospital from 
the smallest to the largest and 


from the most accessible to the 
most remote. Few hospitals, if 
any, have not taken advantage of 
this wide range of educational op- 
portunities with the result that 
today New England hospitals are 
as up to date as any group of hos- 
pitals anywhere in the country. 
With several sources making 
educational programs available, 
duplication might result if it were 
not for the careful planning both 
locally and within the New Eng- 
land area in general. The local 
groups develop their programs to 
their own limitations, then reach 
out to their state association and 
other groups to supplement what is 


needed and immediately available. 


The state associations, in turn, add 
to their programs the help avail- 
able from the Assembly, the 
American Hospital Association and 
the American College of Hospital 
Administrators. 

As it develops, this method gives 
the greatest latitude of the over- 
all program, codrdinated to avoid 
duplication. Each group or single 
hospital thereby has available to 
it a program that offers the great- 
est degree of help. For any single 
group to attempt to give the en- 
tire program would be difficult, if 
not impossible. 

Another organization with ex- 
change of hospital information and 
education as its purpose is the New 
England Superintendents’ Club. 
The club was organized 20 years 
ago as a typical New England 
institution with firm by-laws 
and rules, understood but never 
printed, and no dues or member- 
ship fee save out-of-pocket con- 
tributions as needed. Only the 
chief executive of a hospital can 
be admitted to membership and, 
by tradition, women are excluded. 


-The Superintendents’ Club pro- 


vides its 59 large hospital leaders 
an opportunity to exchange ideas 
and carry back to their own states 
and areas new developments and 
information in the hospital field. 
New England claims no monop- 
oly on good hospitals and good 
hospital care. It seeks and learns 
much from other medical centers | 
in the United States and the rest 
of the world. But it does stand 
rightfully proud of what it has 
accomplished in the past, what it 
is doing in the present, and what 
it plans for the future. ad 
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MIAMI, FLORIDA—A lot of old 
ground — accreditation, hospitals 
and the practice of medicine, med- 
ical care for dependents of serv- 
icemen—was covered at the Amer- 
ican Medical Association's clinical 
meeting Nov. 29-Dec. 2. 

However, little new was done 
about any of the perennial topics 
with many major decisions being 
deferred until the annual meet- 
ing in June at Atlantic City. 

Once more, the House of Dele- 
gates acted to reassure itself that 
the 1951 guides on hospital-physi- 
cian relationships were still in 
effect, as well as the 1953 state- 
ment approved by both AHA and 
AMA Houses. 

Here are some of the highlights 
of the House meeting: 


On Accreditation 


There were two major resolu- 
tions on accreditation of hospitals. 

One would have urged the 
Joint Commission on Accredita- 
tion- of Hospitals to invite the 
American Academy of General 
- Practice to appoint representatives 
to the Commission. 

This movement lost completely 
because, as finally voted by the 
House, the resolution read: 

“Since the representation (on 
the Commission) is already 
broad and since it is desir- 
able to avoid preferential 
treatment of any _ special 
group interested in hospital 
accreditation and, further- 
more, owing to the fact that 
the Commission as now con- 
stituted. has_ three _ general 
practitioners among 17 phy- 
sicians on the Commission, 
no change in membership of 
the Commission should be 
recommended.” 

The original resolution was op- 
posed in the reference committee 
hearing by Dr. Kenneth B. Bab- 
cock, JCAH director; Dr. John 
Cline, AMA past president; and by 
Dr. Edwin L. Crosby, director of 
the American Hospital Association 
and former JCAH director. | 

The second resolution (an out- 
growth of a controversy over staff 
rules in Hammond, Indiana) con- 
tained strong charges and strong 
- recommendations in its original 
_ but unpassed version. | 
It said that many hospital-initi- 
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ated changes in staff regulations 


“have been arbitrary ... and 
even, on occasion, unfairly dis- 
criminatory” and would have 


called on the Joint Commission to 


inform all hospitals that the Com- 
mission is “opposed to unnecessary 
and punitive measures taken 
against members of the medical 
staff.”’ The resolution also recom- 
mended that surveys be made only 
with the- knowledge and actual 
presence of the head of the medi- 
cal department of the hospital 
being surveyed. — 

The reference committee digested 


report 


AMA’S 

winter 
meeting 
A summary of key 

proceedings as 


discussed at the 


recent meeting. 


this into a simple recommendation 
that the AMA request the Joint 
Commission to supply a copy of 
the letter of notification regarding 
the results of the survey of each 
hospital to the hospital adminis- 
trator, the chief of the professional 


- staff and the chairman of the 


governing board. The administra- 
tor is the only one who gets the 
report at present. 

Nursing accreditation also came 
in for discussion. 

The Washington state delega- 
tion recommended that the House 
view with alarm “such alterations 
in standards of nursing education 


as may cause closure of existing 
schools of nursing or further re- 
strict the number of persons re- 


ceiving training in the field of 


nursing.” 

One of the “whereases” in the 
original resolution contended that 
“certain accrediting bodies are 
changing the standards of nursing 
education to the point that some 
of the existing schools of nursing, 
with creditable records of service, 
especially in smaller communities, 
can no longer qualify for accredit- 
ation and are therefore compelled 
to discontinue their training pro- 
grams,” 

This resolution was substantially 
overhauled by the reference com- 
mittee and, as finally passed by 
the House, said: 

“The entire system of nurse 
education probably deserves 
a thorough study in order to 
determine the possibility of 
revising the curriculum in re- 
spect to scientific subjects 
and other present practices 
and courses incorporated in 
that. curriculum with the 
hopes of increasing the num- 
ber of candidates for nurse 
training.” 


On Hospital-Physician 
Relationships 


‘The House was asked to reaffirm 
“the principles of physician-hos- 
pital relationships as outlined in 
the guides of 1951” (i.e., the Hess 
report) and to vote that “these 


' guides serve as the basis for . 


consideration . by the joint 
committee of the boards of trus- 
tees of the AMA and AHA.” 

As it finally emerged from the 
reference committee (and the 


House accepted the rewritten ver-.- 


sion), it said that “the House of 


Delegates emphasizes that the 1953. 


report (the joint statement) is 
supplemental to and does not re- 
peal the guides of 1951 and there 
is no conflict in the guides of 1951 
and the report of 1953.” 

The Mississippi delegation put 
up a strong fight for the resolution 
condemning “the device of a tax- 


supported medical school which is 


engaged in the practice of medi- 
cine in which fees are levied and 
collected under-a policy of allow- 
ing this practice to employed phy- 
sicians.” 

Charging of fees by fulltime 
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physicians, the resolution said, 
was a barrier to the end of provid- 
ing all Americans with the best 
possible medical care in the essen- 
tial climate of free enterprise and 
“ethical, private professional prac- 
tice.” 

The reference committee lis- 
tened to some stirring oratory on 
the subject but then sidestepped 
it by recommending to the House 
that the resolution be shuttled to 
the Council on Medical Services 
“without approval or disapproval.”’ 

But Mississippi made a final 
fight for it on the House floor by 
substituting the words “with ap- 
proval” for the phrase “without 
approval or disapproval” as it 
went to the council for study. 

This failed in a thunder of 
“noes” after some of the leaders of 
the AMA, men like Dr. George S. 
Klump of Pennsylvania and Dr. 
H. G. Weiskotten of New. York, 
had spoken out against the change. 
Dr. Klump called the resolution 
“unrealistic’’ and said the prob- 
lem was far from simple, echoing 
what Past President John Cline 
had said at the committee hear- 
ing, that this resolution would 
have a sweeping effect on medical 
schools. 

Both Dr. Klump and Dr. Weis- 
kotten singled out for criticism 
the words that the AMA “reaffirm 
its unalterable opposition to so- 
cialized and state-subsidized medi- 
cine regardless of the form which 
it may assume.” Both asked what 
this would do to such “state-sub- 
sidized medicine” as state mental 
and tuberculosis hospitals. 

As was expected, the Judicial 
Council did not report to the House 
on the changes in medical ethics 
proposed last year by the New 
York Medical Society. The Judicial 
Council is due to report on its de- 
liberations at the June meeting. 

The proposals for changes in the 
code arise from a long-standing 
quarrel between some New York 
physicians and the Health Insur- 
ance Plan of New York (HIP). 

The New York changes would, 
among other things, make it 
unethical “for physicians to pro- 
vide medical care through indivi- 
ual or group practice if there is a 
requirement in any contract or 
agreement restricting choice of 
physician to either the individual 
or the group of physicians with 


whom such agreement is made.” 
Opposition to the New York 
proposals was registered at Miami 


ina West Virginia resolution. This 
resolution said that much medical — 


care is given in West Virginia 
“under conditions which do not 


_ permit unrestricted free choice of 


a practitioner of medicine.’ The 
West Virginia resolution also com- 
mented in a sort of an aside that 
“local reaction in New York would 


indicate that acceptance (of the. 


changes) by the AMA would re- 
sult in a severe blow to the pres- 
tige of the medical profession with 
the people of this nation.” 

A proposal was made that the 
AMA conduct an across-the-board 
study of the general practice of 
medicine, covering such things as 
the education of the GP, the 
amount of service provided by the 
GP, his hospital privileges, etc. 

Dr. John S. De Tar of Michigan 
told the reference committee that 
general practitioners were losing 
out to the specialists, that their 
hospital privileges had been cut. 
He agreed that “unlimited, unre- 
stricted” privileges were not de- 


sirable but insisted.that hospitals | 


had gone “too far’ in reducing 
GP privileges. He commented that 
4,300 hospitals did not have GP 


_ staff sections. The Committee was 


also told that the very presence 


of a GP section had resulted in - 


downrating of a hospital by the 
Joint Commission. 

This latter charge brought a re- 
buttal from Dr. Babcock who 
denied any such downrating be- 
cause a GP section existed in a 
hospital, saying the Joint Com- 
mission was concerned only with 
the quality of work done. 

. The resolution was referred to 
the Board of Trustees to avoid 


possible duplication of the work 


now being done by the American 
Academy of General Practice 
which has underway a similar 
study. 

The House also approved a re- 
port which said that in respect 


to hospitals and the practice of 


medicine: “This controversy has 
levelled off in many sections of 
the country wherein it was a very. 
hot issue, but there are still areas 


wherein there is bickering. But 


the House set up a yardstick in 
accepting the committee reports of 
December 1951, and June 1953, 


wherein the practice was defined 
in hospitals.” | 


On Internships 


A report on an exhaustive study 
of various internship problems 
was brought to the House. No 
action was taken other than simple 
referral to one of the AMA’s coun- 
cils. 

Dr. Klump, the chairman, pre- 
sented the 18-page report. Here 
are some of the highlights: 

Elimination of internship pro- 
grams in federal hospitals would 
not materially relieve the short- 
age. 
Foreign graduates should be 
considered for intern appointment 
only if language difficulties are 
not serious, same educational 
standards are applied as to gradu- 
ates of approved American medi- 
cal colleges, and the appropriate 
state licensing board approves. 

No evidence was found that 
there is any substantial amount of 
“loading” or requesting an unrea- 
sonable number of interns by 
major hospitals affiliated with 
medical schools. | 

It would be a serious mistake to 
make the internship the complete 
responsibility of the medical 
schools . . . for “non-affiliated 
hospitals have an independent and 
equally important responsibility 
in this field.”’ 

Present standards for approved 
internship programs are “too 
broad and unrealistic,’’ but no fixed 
formula was recommended. 

The committee recommended 
that any internship program which 
in two successive years does not 
obtain one-fourth of its stated 
intern complement be disapproved 
for internship training. This would 
replace the old “two-thirds” rule 
which was withdrawn. 

“When there is insufficient hou 
staff coverage, this committee rec- 
ommends that an adequate num- 
ber of licensed physicians, under 
the direction and employment of 
the hospital and its medical staff, 
be provided to meet the need.” 

“Staff members who fail to as- 
sist the (internship) program must 
themselves provide adequate cov-. 
erage.” 


On Miscellaneous Matters 


The House had several resolu- 
tions on such matters as Blue 
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New, smaller insertion tip 


New, single wire “Bend-the-Blue” Safticlamp* — 


_ New, streamlined dripmeter 


New, smaller plastic tubing 


With or without sterile needle 
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Shield payment ceilings but these 
were all put aside for at least a 
year when the AMA’s Board an- 
nounced appointment of a 13- 
member commission to make a 
comprehensive survey of medical 
care plans. 


Dr. Leonard Larson, Bismarck, 


N.D., past president of the Ameri- 
can Society of Clinical Patholo- 
gists and an AMA trustee, will 
head the study. Both lay-spon- 
sored and medical-sponsored plans 
will be studied as to their nature 
and operation, quality of medical 
care, and legal and ethical status 
of the various arrangements. 

All types of plans, from indem- 
nity insurance plans to industrial 
programs, will be covered. 

» The House voted that “if it is 
to be the policy of the government 
to provide for medical care of 
dependents of service personnel, 
the services of civilian physicians 
and hospitals be used wherever 
possible, to be paid for at prevail- 
ing rates, with provision for free 
choice of physicians.”’ 

P Decision on osteopathy was 


deferred until June as work on the 


survey of osteopathic schools con- 
tinues. 

>» The House recommended that 
the doctor-draft law not be reén- 
acted when it expires on June 30. 

>» The report on medical prac- 
tices (including such things as 
fee splitting) made by a commit- 
tee headed by Dr. Stanley Truman 
of California was referred to the 
Board of Trustees for “careful 
analysis.” 

The House impressed on the 
Board the need for quick action 
in the matter of malpractice in- 
surance because of the growing 
fees and the dwindling number of 
insurers. 


> Praised the blood bank pro- 


gram in New York. 

> Refused to reactivate the 
National Education Committee 
(the so-called Whitaker-Baxter 
campaign). 

© Delayed action on the defini- 
tion of oral surgery pending fur- 
ther work by the committtee. 

>» Relaxed somewhat the ethical 
ukase against doctors taking out 
patents and copyrights but re- 
moved any doubts as to the ethical 
status of profit-making from glasses 
by ophthalmologists. The Judicial 
Council said “ophthalmologists 
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cannot ethically provide glasses 
for their patients unless the serv- 


ice is unavailable without hardship | 


or inconvenience to the patient.” 

The Board of Trustees reaffirmed 
its decision of last June to discon- 
tinue the AMA registration of hos- 
pitals. No formal recommendation 
was made as to which organiza- 
tion, if any, the American Medi- 
cal Association would like to see 
continue it. But it was apparent 
that there was an unwritten hope 
that the American Hospital Asso- 
ciation would take up where the 
American Medical Association has 
left off. 

> Voted against removal of that 
section of the principles of medical 
ethics making it unethical, gener- 
ally, for a physician to participate 


in the ownership of a drugstore, 


dispense drugs or appliances, etc. 


About the Speeches 


A few speeches were inter- 
spersed into the House proceed- 
ings. | 

Here are some of the highlights: 

Secretary Oveta Culp Hobby of 
the Department of Health, Educa- 
tion and Welfare told the dele- 
gates that the Administration’s 
reinsurance proposal is the only 
health proposal that is clearly con- 
sistent with the principle of self- 
help. 

She said the Administration 
wanted no part of compulsory 


‘national health insurance or sub- 


sidization of nonprofit voluntary 
insurance coverage or of no action 
at all in the field. 

“We need,” Secretary Hobby 
said, “insurance against compul- 
sory health insurance, and we 
firmly believe that the reinsur- 
ance proposal—if enacted—pro- 
vides that kind of insurance.” 

But the very next speaker told 
the delegates that reinsurance 
would “raise false hope for a more 
rapid expansion of health insur- 
ance while contributing nothing 
to the realization of that hope.” 

The speaker was Edwin J. Faulk- 


her, president of the Woodmen 


Accident and Life Company, Lin- 
coln, Nebr., and a member of the 
Commission on Financing of Hos- 
pital Care. Mr. Faulkner dissented 
to the Commission’s recommenda- 
tion that Old Age and Survivors 
Insurance be used as a method of 
providing health insurance for the 


aged. At a press conference held by 
Mrs. -Hobby just after she had 


locked verbal horns with Mr. 


Faulkner on reinsurance, she 
agreed with his stand on the OASI 
method by saying that she didn’t 
believe the Eisenhower Adminis- 
tration would support this tech- 
nique as a method of solving the 
health problem for the aged. 

In his talk, Mr. Faulkner told 
the delegates that “painful though 
it may be for many of us to oppose 
on even one measure an Adminis- 
tration that we greatly admire, it 
would seem poor citizenship not to 
speak out against a plan that we 
sincerely believe would be fore- 


doomed to disappoint its propon- 


ents.” | 
He said, “Direct assistance is the 
economic and efficient way to meet 


the needs of the indigent . . . With 


(reinsurance’s) failure to achieve 
its expressed objectives without 
Federal subsidy of benefit pay- 
ments, pressure would be intensi- 
fied for such subsidization. . .”’ 

The national commander of the 
American Legion, Seaborn P. Col- 
lins, took an olive branch to the 
American Medical Association on 
the matter of Veterans’ Adminis- 
tration care for non-service con- 
nected disabilities. In a speech 
which exuded reasonableness, he 
said he was ready to appoint a 
special committee of Legion. rep- 
resentatives to work with a special 
AMA committee to try for “a 
better mutual understanding of the 
problem.” 

Mr. Collins’ speech,.a vigorously 
applauded one, did not, however, 
yield an inch of the Legion’s posi- 
tion on care for the veterans. He 
did reiterate that there were many 
areas of agreement between the | 
Legion and medicine (citing the 
Legion’s unalterable opposition to 
socialized medicine as one ex- 


ample) and that, in his opinion, 


“informed reasonable men should 
be able to sit around the confer- 
ence table on any issue as long as 
there remains the need for under- 
standing.” 

AMA President Walter B. Mar- 
tin said that many hospital-physi- 
cian problems were “due to lack 


‘ of a proper understanding of the 


viewpoints and purposes of the 
two groups. I would urge that the 
recommendations of the American 


(Continued on page 158) 
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THIS IS THE BIG 
ARMSTRONG DE LUXE 
H-H BABY INCUBATOR 


1—4 easy-opening, easy-clos- 


ing, double-sealed, non- | 


mechanical Hand Holes. 
2—A BIG Incubator, big enough 
for a baby 25” (63 cm) long. 
3—Self-purging Nebulizer for 
either water or other medi- 
_ cation such as Alevaire. 
4— New solid stainless steel Atl- 
omizer now in the Nebulizer. 
Simple, 2-piece, easy to clean. 
5—Supersaturated atmos- 
 pheres either with or with- 
out oxygen. 
6—Either LOW or HIGH oxygen 
concentrations—as you wish. 
7—Price includes 4-compart- 
ment, easy-rolling, cabinet 
base. 
8—Bottom tray and interior trim 
of Incubator Stainless steel 
for easy cleaning. 


9—Underwriters’ Laboratories . 


and Canadian Standards 
Association tested and ap- 
proved. 


10—NO motor, NO fan to clean 


or service. 


11—NO forced draft ventilation. 
Air, oxygen or fog all move 
naturally and safely thru 
the Incubator. Should the 
power fail the air still moves. 


12—Heating unit guaranteed 
service-free for 3 years. 


13— Automatic Fenwall Thermo- 
switch control. 


14—Slide opening in the end for 
parenteral fluids, etc. 


15—All 4 sides heavy %4”’ clear 
shining Plexiglas with V’’ 
safety glass top all set in a 
rigid steel frame for strength 
and complete visibility. 


16—Tilting bed, foam mattress, 
vinyl plastic covers, extra 
hand-hole sleeves, 2 white 
duck weighing hammocks, 
metal armored F & C ther- 
mometer, directional flow 
control Oxygen inlet and 
many other details ALL in- 
cluded in the one LOW PRICE. 
(Only the Scales, when need- 
ed, are extra). 


WRITE FOR COMPLETE 
DETAILS AND PRICES 
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safe. Backed by over 22,000 incubators’ worth of 
experience. | 

2—56 hospitals, that originally ordered 76 of these De 
Luxe H-H Baby Incubators have since mailed volun- 
tary, repeat orders for 70 more. That's satisfaction 
based on experience. 3 


3—Total number now in use?—pushing up close to a 
thousand. | 


1—The PRICE IS LOW. The design is simple and | 
| 


THE GORDON ARMSTRONG COMPANY, INC. 


508 Bulkley Building, Cleveland 15, Ohio 
Distributed in Canada by Ingram & Bell, Lid. 


TORONTO + MONTREAL + WINNIPEG + CALGARY + VANCOUVER | 
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THINK THERE ARE three funda- 

mentals that must be expected 
and required from every member 
of a successful organization. The 
prerequisites were given to me 
many years ago by a friend who 
was a distinguished authority in 
this field. I respect his judgment 
and have repeated these funda- 
mentals often: 

The first one is integrity. The 
second is loyalty to the organiza- 
tion. The third is alacrity. 

Given these three prerequisites, 
a buyer, storekeeper or assistant 
with ingenuity and initiative will 
surely rise through the chain of 
command. He will ultimately be- 


- come a person that any purchasing 


agent can be proud to say he helped 
train and gave opportunity for ad- 
vancement. 

INTEGRITY. By integrity, I do 
not mean the matter simply of not 
stealing stamps or lead pencils. I 


mean integrity of purpose, honesty 


about time, duties, mistakes. I 
mean a standard of ethics that will 
sulmit to the light of day and can 
be laid down in front of the board 
arnc| administrative officers. 
LOYALTY. By loyalty to the 


organization, I mean that each of. 


us should be, and must be, loyal 
to the principles that his hospital 
upholds, if he is to be successful in a 
crusade in the health sciences and 
allied fields. He should be proud 
of the place where he works. He 
should endeavor to advance it by 
public relations in every way and 
to foster a good feeling with ven- 
dors, department heads, outsiders, 
all those with whom he associates. 


He should not remain aloof from. 


public service in his community. 
I have no time for people who are 
dissatisfied with their jobs and go 
about the world telling others that 
they deserve a better deal, a bet- 
ter job, a bigger salary. People 
who talk in this vein should resign 


Mr. K t is purchasing agent for the 
Chicago Colleges and Division, University 
of Illinois, Chicago. This article is con- 
densed from a paper delivered by the 
author to the recent American H ital 
Association Purchasing Institute in - 
cago. 
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and obtain a different position. 

ALACRITY. In the matter of 
alacrity, I am reminded of one of 
my rural friends who had a boy 
whom he sent out to plow corn. 
Later on in the day, he went out 
and said that he finally decided he 
would have to set a stake to see 


whether or not the boy was in 


motion. 

A certain amount of energy and 
production can be expected of each 
employee. In this business today, 
there is no time for the “gold 
bricker,” the “lazy-bones” or any 
other person who shuns work. | 

In the matter of initiative and 
ingenuity, we are all continually 
trying to develop in our personnel 
the ability to think. Conference 
and frequent consultation with the 
staff and the granting of a certain 
amount of latitude in their own 
operation seems to me the only 
way to develop this. If the staff 
man or woman is given an oppor- 
tunity to think for himself and to 
put his thoughts into practice, to 
see the ultimate satisfactory cul- 
mination of a transaction—realiz- 
ing that he has handled it, 
completed it to the satisfaction of 
authority and has received a word 


of compliment from his top ad- 


ministrator—that person will have 


Frankness and forthright dealing 
have inspired confidence in us 
and made friends for our pur- 
chasing department— 


WE PUT A 
PREMIUM ON 
PURCHASING 
ETHICS 


J. FRED KNIGHT 


more will and confidence when he 
attacks a knotty problem again. 


ESPRIT DE CORPS 


Having acquired a satisfactory 
core of assistants, staff, store- 
keepers, etc., the next step is to 
examine them, to see whether or 
not they fulfill the qualities. Here 
it seems to me that we should look 
to the matter of esprit de corps. 

I believe it was in 1927 that 
Charles Lindbergh flew the At- 
lantic in a single-motored mono- 
plane. He was acclaimed in the 
headlines, both in this country and 
abroad, and was saluted by pa- 
rades when he returned home. 
Yet Lindbergh, in’ describing his 
flight, refers to the whole trans- 
action as WE rather than I. His 
modesty is nationally-known. | 

An old friend of mine, who had 
a rather hard time during the lean 
years, used to describe his farm 
and his family, even including the 
dogs and cats and pigs and horses, 
as “we.” As a matter of fact, “we” 
included the mortgage and the 
banker who held it: The pronoun 
“we” should prevail, in office work 
and in our daily lives. 

In dealing with personnel, we 
have a little outline in our organ- 
ization that has been used for job 
instruction (see accompanying 
table, p. 96). Part of this material 
describes the method used to in- 
terview and place new employees; 
the other part tells how to manage 
others and how to get ready to 


instruct others. The last step tells 


how to instruct. 

In particular, I would commend 
to you the items under the title, 
“How to Manage Others,” and 
most especially the item that 
reads: “Tell people in advance 
about changes that will affect 
them. Tell them why, if possible. 
Get them to accept the change.” 

Within the purchasing division, 
the lines of communication must 


_be clear and complete. This will 


involve staff meetings and the 


- transmittal of documents for gen- 
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When quality must be the only consideration . . . 


No. 550 Rectal Tube Open end, 
one eye on side, 20” long, funnel end. © 
Packed one in a box, 12 boxes in 
- carton. Sizes 16 to 32. 


No. 570 Stomach Taube Plain, 
sizes 22, 28, 30, 32. 


No. 565 Levin Duodenal Tube 
Tube only, without fittings, 48” long. 
Four rings and four side eyes. Packed 
bulk in sizes 12 to 18. 


No. 560 Colon Tube Open end, 
one eye on side, 30” long, funnel end. 
Packed one in box, 12 boxes in car- 
ton. Sizes 22 to 32. : 


Ne. 520 


No. 525 


No. 535 


CATHETERS 


Faultiess Catheters represent quality of 
the highest order. They are lustrous 
smooth — free from any roughness or 
imperfections. Eyes are accurately sized, 
perfectly finished. Catheters are oil and 
grease resistant and withstand repeated 
sterilization. 


No. 280 Tan Carrel Dakin Tubing. 
A machine made tubing, 1/8” x 5/128” 
in size. Packed 50 feet per box, mini- 


mum length 10 feet. 


Mail coupon ar) 
for complete 
—> | | 
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No. 286 Stethoscope Tubing. 


A 


machine made tubing 3/16” x 3/32” in 
size. Packed 50 feet per box, minimum 


length 10 feet. 


No. 285 Translucent Pure Gum 
Tubing. A machine made tubing, avail. 
able in seven sizes ranging from inside 
diameter of 1/8” up to 1/2”.- Packed 
50 feet per box, minimum length 10 feet. 


THE FAULTLESS RUBBER COMPANY Ashland, Ohio 


Gentlemen: Please send full information about Faultless Catheters 
and Tubing, and name of nearest surgical supplies dealer. 


ity Ys ATHETERS and TUBING 
| specify C an 
| No. 505 
/ No. 510 
No. 515 
| No. 530 
Title 
State 
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eral perusal and review. From 
here, it is easier to get the line of 
communication across to your de- 
partment, department heads, ad- 
ministrators and to vendors. 

In our organization, we have the 
distinct feeling that each salesman 
who comes to us should be a me- 
dium of communication with his 


firm. He should be a source of 


information. He should be a friend 
and an advisor. He should not 
waste time, either his or our own. 
We feel, likewise, that a discern- 


ing buyer should be able to de- 
termine how much time to spend 
with a salesman. He should be 
able to separate the “sheep” from 
the “goats,” salesmen from the 
peddlers, “men” from the “boys.” 

I would also point out that we 
discourage promiscuous. calling. 
Some sales organizations employ 
busy little “beavers” who will 
waste the time of everybody who 
gives them an audience and will 
call on a half-dozen to a dozen 
people in one organization. We 


SUPERVISORY DEVELOPMENT PROGRAM—UNIVERSITY OF ILLINOIS 


part 


HOW TO INTERVIEW AND PLACE NEW EMPLOYEES 


—START EACH EMPLOYEE RIGHT 
e MAKE CAREFUL SELECTION. Place the right person 


Ex- 


ain rules and regulations. Emphasize employee be ben 
e INTRODUCTION TO JOB. of job. Ouolity and output ex- 


pected. Introduction to s 


ervision and fellow workers. 


e PROPER INSTRUCTION. Sq ety practice. Relation of job to other work in 
the department. Stress importance of the job. Develop correct work habits. 
Care of tools and equipment. Where to go for help. 

e CHECK PROGRESS REGULARLY. Encourage aga” Observe perform- 
ance on the job. Develop employees who may qualify for promotions. 


Opportunities for good employees. Tell him 


part 2 


how he is doing. 


TO MANAGE OTHERS 


—ONE MUST FIRST MANAGE HIMSELF 


e LET EACH WORKER KNOW HOW HE IS GETTING ALONG. Figure out 
what you expect of him. Point out ways to improve. 
e GIVE HIM CREDIT WHEN DUE. Look for extra or unusual performance. 


Tell him about it. 


e TELL PEOPLE IN ADVANCE ABOUT CHANGES THAT WILL AFFECT 


THEM. Tell them WHY if possible. Get them to acce 
e MAKE BEST USE OF EACH PERSON S ABILITY. Look 


the change. 
or ability not now 


eoleg used. Never stand in a man's way. 
—PEOPLE MUST BE TREATED AS INDIVIDUALS 


HOW TO GET READY TO INSTRUCT 


e HAVE A TIME TABLE. How much skill you expect him to have, by what date. 
e BREAK DOWN THE JOB. List important steps. Pick out the key points. 


(Safety is always a key point. 
HAVE EVERYTHI G READY. 


right equipment, materials and supplies. 


e HAVE THE WORKPLACE PROPERLY ARRANGED. Just as the worker will 


be expected to keep it. 
HOW TO INSTRUCT 


—IF WORKER HASN'T LEARNED, THE INSTRUCTOR HASN'T TAUGHT | 


e PREPARE THE WORKER. Put him at ease. State the job and find out what 
he already knows about it. Get him interested in whee te the job. Place in 


correct ition. 
e PRESENT 


HE OPERATION. Tell, show and illustrate one IMPORTANT STEP 


at a time. Stress each KEY POINT. Instruct clearly, completely and pa- 
tiently, but no more than he can master. 


e TRY O rT PERFORMANCE. Have him do the j 


him explain each KEY POINT to 


he u Rvehaida Continue until Y 
e FOLLOW-UP. Put him on his own. Designate to whom he goes 


Check ven 


, and correct errors. Have 
as he oes the job again. Make sure 


U know HE 
questions. off extra ad 


direct our salesmen to make all 
quotations to the purchasing agent; 
we are very willing, however, to 
provide copies for interested pro- 
fessional staff members who may 


concerned. 


In order to conserve the sales- 
men’s time, we have published 
and received favorable comments 
on a little leaflet called “Informa- 
tion for Salesmen.”’ We state that 
we will give an audience to any 
ethical representative of a reput- - 
able firm. We limit the calling to 
morning hours. We outline certain 
things, even including places to 
park. We think that this has 
proved helpful. 

Further than this, we submit 
requests for bids in duplicate with 
snap-out carbon, so that the ven- 
dor can keep a copy of any bid that 
he submits without the problem of 
having clerical help in transcrib- 
ing it. We welcome discussion of 


bids after transactions are closed, 


but reserve the right to discuss 
details of prices as we see fit. 

A copy of the code of ethics of 
an association in which we main- 
tain membership is posted on the 
wall in the purchasing division, 
in a conspicuous place. Frequent 
reference is made to it. Frankness 
and forthright dealing with ven- 
dors, and the maintenance of eth- 
ical practices, have inspired con- 
fidence and made friends for us, 
insofar as we can determine. 

We believe in competitive bid- 
ding. We believe very sincerely in 
the policy of having multiple 
sources. Let me ‘make clear here 
and now, however, that I am not 
in favor of reciprocity. I would 
like to warn you that this does 
not mean that, everything else be- 
ing equal, you should award your 
bids to strangers or in remote 
areas. Certainly it is more fun to 
do business with your friends than 
it is with strangers. Many organ- 
izations favor local bidders on 
identical quotations. 

We also believe that the ad- 
monition of Elbert Hubbard is still 
a good one. Many years ago, Mr. 


Hubbard said, “It is unwise to pay 


too much, but it is worse to pay 
too little. When you pay too much 
you lose a little money—that’s all; 
but when you pay too little, you 
sometimes lose everything because 
the thing you bought is incapable 
of doing the thing it was bought 
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American Sterilizer Pyrogen Free 
© The most modern Hospital Solution Rooms are planned and equipped by American Sterilizer Company 


at CHARITY HOSPITAL, New Orleans at GEORGIA BAPTIST HOSPITAL, Atlanta 


4 


Ag 


NTY HOSPITAL, Chicago 


a 


at NATION 


‘Dees pictures show modern solution 
room equipment for hospital-made 
solutions in five of the most modern 
installations. Many more hospitals of 
importance throughout the country 
are equipping similar Solution Rooms 
with ASPF equipment. | 


of the ASPF technique for preparation of 
1.V. solutions in the hospital, is ovailable 


j 
ih 
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to do. The common law of business 
balance prohibits paying a little 
and getting a lot. It can’t be done. 
If you deal with the lowest bidder, 
it is well to add something for the 
risk you run, and if you do that 
you have enough to BUY QUAL- 
| 
There is the very important 
matter of maintaining the best 
possible relations with all depart- 
ments, sub-department heads, pro- 
fessional staff, storekeepers, etc. 
In our office, we maintain an 
adequate file of catalogues, circu- 
lars and periodic literature. We 
keep a few house organs and 
other interesting items for staff 
people or salesmen to read while 
they are waiting. Free access at all 
times to our catalogue file is ar- 
ranged by the receptionist. Small 
circulars are filed in folders and 
are indexed for easy availability. 
Inquiries for estimates or bids 
are honored even though intent to 
purchase may not be established. 
This is done by a simple bid form. 
The form states, however, that we 
reserve the right to accept or re- 
ject all or any part thereof. Tele- 
phone consultation is welcomed. 
Frequently, when a departmental 
representative calls at our office, 
we invite ourselves to return the 
compliment and visit them. Also, 
we have used the'simple expe- 
dient of asking for an opportunity 
to inspect a new machine, to see 
a demonstration thereof or to see 
a new suite of offices when the 
furniture is installed. We work 
with departments in planning of- 
fice layouts, laboratory layouts 
and choosing the right piece of 
equipment for the right purpose. 
Since our staff consists of a pur- 
chasing agent, two assistants, a 
manager of stores and two addi- 
tional buyers, we have adequate 
personnel to do some of these 
things. It takes a lot of time and 
energy, however. Needless to say, 
we consider it worth the effort or 
we would not continue to do it. 


EMERGENCY REQUESTS 


We also have established a pro- 
cedure for handling emergencies. 
Our procedure is a simple one; it 
is mimeographed and distributed; 
it is well known and carries the 
weight and authority of top ad- 
ministration in a covering letter: 

1. Small items (approximately 


$5 or less), when urgently needed, 
may be procured by a representa- 
tive of the department, who will 
be reimbursed for the cost upon 
presentation of receipts attached 
to a properly-prepared petty cash 
voucher. Vouchers will be ap- 


proved promptly in the purchasing | 


division and reimbursed by the 
business office cashier. Depart- 
ments are requested to check with 
the general storeroom for avail- 
ability of items before making 
petty cash purchases. 

2. Emergency pur¢hases of 
equipment or purchases in large 
dollar value can be consummated 
by the representative of the 
purchasing division over the tele- 
phone immediately upon presen- 
tation of a properly-signed requi- 
sition from the department. 


3. A purchase order to effect the - 


purchase of technical items, where 
individual selection is needed, can 
be prepared immediately by the 
purchasing division upon presen- 
tation of a requisition by a mes- 
senger from the department. The 
vendor’s copy of the purchase 
order can be given to the depart- 
mental messenger at the time the 
requisition is presented. This copy 
of the purchase order can be pre- 
sented by a representative of the 
department to the vendor and the 
needed equipment selected. 

4. Items that must be procured 
by correspondence or special nego- 
tiations will be approved by the 
purchasing division on “confirming 
orders,” if the department will 
submit a proper invoice with its 
requisition and copies of prelim- 
inary negotiations or a brief letter 
of explanation as to the origin and 
nature of the transaction. It should 


be clearly understood that the 
purchasing division verifies prices — 


and discounts with the supplier. 

5. Special situations or problems 
that require immediate handling 
can be worked out either by tele- 
phone or by personal conference 
with the purchasing division. 

As an amusing sidelight on this 
matter of “emergency” purchasing 
orders, one large educational in- 
stitution, which operates a very 
fine medical school and a large 
hospital in a neighboring state, 
has established a rule that they 
will not take care of any emer- 
gency purchases until 4 p.m. Sur- 


prisingly enough, most of the 


“emergencies” have disappeared 
by 4 o’clock. While I do not recom- 
mend this as standard practice, it 
is one way of getting rid of some 
of the nuisance creatures who in- 
sist that every transaction must be 
handled as an emergency. 

A few years ago, we had a de- 
partment head in our organization 
who started every requisition with 
the statement that the material 
was needed “as soon as possible.” 
An inspection of his requisitions at 
the end of six months indicated 
that most, if not all, of them were 
routine. Conference with the staff 
in purchasing was arranged for the 
purpose of determining what each 
individual thought the phrase “as 
soon as possible” meant. From six 


_ different people, we received six 


interpretations. 

With that information, we took 
up the subject with the depart- 
ment head—to no avail. Needless 
to say, top management sort of 
“pinned his ears back.” Since that 
time, the requisitions have come 
down with notations indicating 
deadlines when items are needed. 


SMALL ORDERS 


An old and difficult problem in 
purchasing is the small order. In 
any discussion of small orders, I 
think we would have to establish 
certain minimums. We mean by 
this, in our organization, orders 
where $5 or less are involved. A 
certain number of these have been 
eliminated by the expedient of 
requiring the department to go out 
and make the purchase under 
petty cash, bringing in suitable 
receipts, preparing proper voucher 
forms and having them approved 
by the department head before 
payment. It should be borne in 
mind, however, that out-of-town 
purchases and obscure sources may 
not make it practicable to send 
someone out into the streets and 
alleys to make pickups. 

In each organization, therefore, 
there will be a certain number of 
small orders representing mini- 
mum purchases. Here I think the 
purchasing agent is justified in 
evaluating the problem and work- . 
ing out either a blanket order, a 
standing order or some procedure 


that will not penalize a valued 


supplier with orders having only 
nuisance value, on which no profit 
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Anti-Noise Prescription 
Helps Hospital and Patients 


View of typical room in St. Luke's Hospital, Jacksonville, 

Florida . .. before and after Acousti-Celotex Sound Con- 
dilioning. Lowering of ceiling 3 feet opens way to many 
decorating. possibilities... helps provide restful decor 
as it solves disturbing noise problem. 
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Many’s the hospital that feels it could stand an interior resulting quiet comfort not only helps convalescence, but 


““face-lifting.’’ They all agree that drab, cheerless rooms 
do little to perk up patients’ moods. Add to this an 
accompanying acoustical problem . the unchecked 
noises of hospital routine that interfere with the rest and 


quiet patients need. This combination of unfavorable. 


conditions can do a lot to slow down convalescence. 


Double-Duty Answer 
In hundreds of hospitals, Acoustical-Celotex Sound Con- 
ditioning has proved the perfect two-way solution. As 


in the illustration above, a ceiling of Acousti-Celotex 


Tile brings new beauty and charm to room appearance. 
More important, it arrests the irritating din that stems 
from corridors, lobbies, kitchens, utility rooms, filters 
into wards, nurseries, operating and delivery rooms. The 


REGISTERED 


also heightens the working efficiency of hospital per- 
sonnel. 3 
Easily Maintained 

In all instances, Acousti-Celotex Tile makes this beau- 
tiful as well as functional contribution. Its eye-appeal is 
as satisfying as its quieting effect on the ear. The tile is 
quickly installed, and needs no special maintenance. It 
has unusual sound-absorption value, while its surface 
can be washed repeatedly and painted repeatedly without 
impairing its sound-absorbing efficiency. 


Mail the Coupon for a Sound Conditioning Survey Chart 


that will bring you a free analysis of the noise problem 
in your hospital, plus a free factual booklet, ““The Quiet 
Hospital.” No obligation, of course. 


The Celotex Corporation, Dept. F-15 
120 S&S. LeSalle St., Chicago 3, Minois 


and your booklet, “The Quiet Hospital.” 


Mail Coupon Now! 


Without cost or obligation, please send me the . 
Acousti-Celotex Sound Conditioning Survey Chart, 


Products for Every Sound Conditioning Problem —The Celotex Corporation, 120 S. La Salle St., 
Chicago 3, Illinois e In Canada: Dominion Sound Equipments, Ltd., Montreal, Quebec. 
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can be earned. For the most part, 
adequate planning, preparation of 
comprehensive lists for bidding 
purposes, anticipation of require- 
ments and general good manage- 
ment will keep these down to a 
minimum which can be tolerated 
and explained and which will not 
cause too much vendor or staff dis- 
satisfaction. | 

In our organization, we pur- 
chased last year from 2,688 differ- 
ent vendors. Our purchase orders 
run in excess of 100, daily. The 
dollar-volume ranges from noth- 
ing to many thousands per order. 
Our total dollar-volume last year 
ran to almost $4 million, exclusive 
of contracts for remodeling major 
items. Were this volume of work 
distributed evenly amongst our 
buyers, it is obvious that each 
buyer would handle somewhere 
between $ 5 million and $ .75 
million worth of business a year. 

We have developed on our staff 
specialists in the procurement of 
food, office furniture, stationary, 
office machines and supplies. We 
have a specialist in laboratory and 
scientific glassware and apparatus. 
One person is a specialist in the 
procurement of drugs, pharma- 
ceuticals, chemicals, antibiotics and 
solutions. Another handles insur- 
ance. Thus, in breaking down the 
work, each person has pretty- 
definite assignments by item. 

Vendor representatives and de- 
partment heads naturally gravi- 
tate to that particular buyer’s desk 
or phone, and the transactions and 
negotiations can be arranged with 
dispatch. In this way, we have 
served departments and satisfied 


‘vendors in that they know with 


whom they can communicate. 


RESPONSIBILITIES 

Let us look now at some of the 
jobs or responsibilities in purchas- 
ing. In addition to the matter of 


just plain buying, there are sev- — 


eral duties which are handled in 
our purchasing division and which 
might very well be designated to 
any good purchasing office that 
can develop the techniques, the 
personnel and the skill to handle 
them: 

@—Selection of vendors, the nego- 
tiations, the determination of prices 
to be paid, etc. 

@—Handling all claims and adjust- 
ments. This includes shipments 


freight bills protested, 


oa of purchase orders. 
@—Supervision, control and opera- 
tion of general storeroom. . 
@—Checking vendor invoices 
against the orders and application 


of cash and trade discounts where 


these are involved. 

@—Stock record system for store- 
rooms, maintained on a perpetual 
inventory basis. The annual inven- 
tory is taken on machine punch 
eards, thus permitting an inventory 
in 48 hours. That is the actual fig- 
ure, not a book figure. 
@®—Inventory of all movable, per- 
manent equipment. This includes 
all items of a permanent nature 
having a value of $10 or more each. 
Here again, we use machine punch 
cards. 

@®—Reclamation of supplies, scrap 


- and salvage, junk, etc. 


Since we have a central receiv- 
ing station, we receive approxi- 
mately 49,000 packages each year 
through this office, which is re- 
sponsible to the purchasing agent. 
Detailed inspection is carried on 
within and by the departments. 
An analysis of a survey made a 
few years ago indicates that we 
are following standard pratice. _ 

Since ours is not a_ hospital 
alone, however, but includes pro- 
fessional colleges, an undergradu- 
ate division, research institutes 
and auxiliary units and stations, 


such as dormitories, recreational 


buildings, physical education fa- 
cilities, three restaurants, a power 
plant, etc., our problem is some- 
what different from that of the 
average hospital. The items we buy 
and the techniques and practices 
we employ, however, are not ma- 
terially different from those of the 


independent hospital. 


In closing, I should like to sum- 
marize. First of all, there is no 
substitute for adequately-trained 
personnel. A storeroom job is a 
good starting point. If an employee 
is properly selected— with the 


qualifications outlined earlier— 


given encouragement and training, 
a good deal can be expected. Sec- 
ond, the building of good depart- 
mental, interdepartmental and 


vendor relations is of prime im- 


portance in purchasing. Third, the 
matter of service to all depart- 
ments, keeping ever in mind the 
over-all functions of the total 


organization and its ultimate goals 
and objectives, must be stressed. 
Last, but certainly not least, the 
matter of an alert mind, a willing- 
ness to accumulate information, a 
zeal for knowledge and the desire 
to reach out and do a better job 
each day than the day before, will | 
soon convince your administration 
that purchasing deserves a place. 
It can do the job that it is set up 
for in your hospital. - 

In a little book published by 
Prentice Hall in 1945, Daymond J. 
Aiken! mentions the “Big Three.” 
It makes interesting reading. Mr. 
Aiken’s -recommendation to all 
people who want to get along in 
this world is that they rely on the 
“Big Three”: 

“No. 1—Patience. It is a good 
principle to assume that you made 
a mistake before looking else- 
where. Do not be too hasty in 
blaming others for their slowness 
in grasping what you mean or in 
getting work done. There is always 
a reason. Search for this reason 
and do something about it. 

“No. 2—Sincerity. Know the im- 
portance of your job, know the 
facts, know what they mean to you | 
and to others. Delve into the back- 
ground of your work. Mere know- 
how is not enough. To be sincere, 
you must have pride in what you 
are doing. One of the best ways of 
acquiring this is to know the his- 
tory of your job or the company 
you work for. Find out its origin, 
development, achievement and 
plans for the future. 

“No. 3—Tactfulness. The great- 
est difficulty here is haste. Take 
your time. Do not rush. Think first 
and then act with common sense 
and good manners. The main thing 
is to pause long enough to grasp 
the situation and get the point of 
the other person. Being tactful 
comes naturally when we act and 
speak with consideration for the 
feelings of others.” 

These little rules of guidance 
summarize my thinking on per- 
sonnel. I would like to conclude 
my remarks with a quotation from 
William Lyon Phelps,? which I re- 
cently clipped: “The human mind 
should be like a good hotel, open 
the year round.” . 


2. Magazine Section, Sunday 
Tribune, November 7, 1954. 


HOSPITALS 


q 
q 
3 
i 
} 
J 


NEW 


STANDARD 
MOSPITAL 
EQUIPMENT 


BEDSIDE 
CABINET 


Newly designed 
One piece steel body 
Rounded corners 


Stainless steel towel bar 
and hardware 


Available in a variety of 
finishes and colors 


STAINLESS 
2 STEEL 
EQUIPMENT 


MOSPITAL 
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Booklet, "Modernized Coal Serves To- 
day's Hospitals” (1B-1) 

Manufacturer's Description: A guide for 
hospital planners and administra- 
tors demonstrating the adapta- 
bility and economy of bituminous 
coal and automatic equipment in 
hospital boiler rooms. 


Ready-mixed black-top patch (1B-2) 


Monufacturer's Description: Made from 
a special formula, this product 
contains the regular black-top 
mixture plus a patented synthetic 


resin that keeps it soft and pli- 
able enough to spread with rake or 
trowel. It will not harden until 
tamped into place. It requires no 


mixing, no heating, no special 
tools and is clean to handle. It is 
recommended for patching black- 
top drives, concrete walks, repair- 
ing masonry breaks, plugging holes 
in shade trees and many other 
uses. It works equally well in 
summer and winter and will keep 


pliable in the package until used. 
Packaged in tough, plastic lined 
boxes of 25 and 50 pounds, it can 
also be obtained in 800 pound open 
drums on special order. 


Torsion balance weights (1 B-3) 

Manufacturer's Description: This is a new 
combination set, designed to give 
the pharmacist a compact set of 
both metric and apothecary 
weights in one box. The metric 
and apothecary weights are dis- 
tinctive in form and color to pre- 
vent the possibility of confusion. 
All weights are manufactured ac- 
cording to National Bureau of 


Standards specifications with 


gard to material, form and toler- 


ances for Class C weights. The 


metric set in- 
cludes the follow- 
ing weights: 50 
gm, 20 gm,twol10 © 
gm, 5 gm, two 2 | 
gm,1 gm (brass) ; 
500 mg, 200 mg, 
two 100 mg, 50 
mg, 20 mg, two 10 mg. (alum.). The 
apothecary set consists of: 4 dram, 
2 dram, 1 dram, 2 scruple, 1 
scruple (brass); 10 grain, 5 grain, 


3 grain, 2 grain, 1 grain, % grain 


To learn the names and addresses of manufacturers of products de- 

check the appropriate items on this 

coupon, sign, and mail to the ditorial Department, HOSPITALS, 18 
East Division Street, Chicago 10, Illinois 


scribed in this review, simply clip, 


Booklet, "Modernized Coal 
Serves Today's Hospitals” (1B-1) 


Ready-mixed black-top patch 


Torsion balance weights (1B-3) 


Neonflammable dynel-soran 
draperies (18-4) 


table (18-5) 
locker {1B-6) 


__ Piped oxygen outlet (1B-7) 
__..Fleating 


conveyor (1B-9) 


magnifier with fluores- 
cent lighting (18-8) 


Utilitop (1B-10) 


————Tool for opening clogged drains 
(18-11) 


Plexiglas bed sign (18-12) 


NAME and TITLE. 


HOSPITAL. 


ADDRESS. 


(Please type or print in pencil) 


(alum. wire). Cost is $15. A simi- 
lar combination set also is avail- 
able without the small grain and 
milligram weights at cost of $13. 


dynel-saran draperies 


Manufacturer's Description: The new dy- 
nel and saran fire-resistant drap- 


ery fabric has been approved by 
both the Underwriters Labora- 
tories, Inc., and the New York City 
Board of Standards and Appeals. 


This new non-combustion-sup- 
porting material is woven with. 
dynel in the warp and saran in the 
filling. Thirty per cent of the fab- 
ric’s weight is dynel. Dynel gives 
the fabric basic fire resistance and 
an improved drape. The saran en- 
hances its appearance and resist- 
ance to flame, while adding extra 
body to the fabric. Both fibers are | 
moth and mildew-proof, have ex- 
cellent shape retention and re- 
sistance to stains. Available in 
four colors—sand, grey, green and 
maroon, the fabric is woven 56” 
wide and sells for approximately 
$3 per yard in small quantities. 


Tilt-a-way table (1B-5) 


Manufacturer's Description: This new 
accessory was designed to give 


more comfort and self-sufficiency 


to users of wheel chairs. Easily at- 
tached to any wheel chair or 
walker having tubular construc- 
tion, the new table is used as a 
bookstand, a hobby table or a 
stand for a portable typewriter. 
Its 12 x 16 inch size makes meal 
serving easy, eliminating the need 
for special lap boards. A combina- 
tion coaster and ash tray is per- 
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you can produce 
prompt, prolonged 
surface anesthesia 7 


with one application of 


NUPERCAINAL’ 


Contains Nupercaine® (dibucaine 
CIBA), one of the most 
potent and long-acting anesthetics. ; 


Effective in low concentration 
—sensitization rare (nonnarcotic 
—not related to cocaine or procaine). | " 


Useful whenever surface anesthesia 
is required—burns, surgical dressings, 
hemorrhoids, abrasions, etc. 


Ointment (dibucaine ointment c1BA), 
1% Nupercaine in lanolin and 
petrolatum base. 


Cream (dibucaine cream C1BA), 
0.57% Nupercaine in water-soluble base. 


Ophthalmic Ointment, 
0.5% Nupercaine in white petrolatum, 
applicator-tip tubes. 
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and unauthorized 


manently affixed in a handy po- 
sition. The wheel chair patient can 
tilt the table to any angle desired 
by turning an_  easily-operated 
handle. It is easy to adjust horizon- 
tally or vertically. Ease of getting 
in or out of the wheel chair is 
facilitated by swinging the table 
off to one side. ° | 


All-mesh locker (1 B-6) 

Manufacturer's Description: This all- 
mesh locker provides maximum 
ventilation through %” diamond 
shaped openings in its 14 gauge 
steel sides, back 
and door. It per- 
mits visual in- 
spection of con- — 
tents while doors 
are closed and 
locked. This fea- 
ture helps pre- 
vent concealment 


or pilfered items. 
Available in 15 
single-tier sizes 
and 10 double- 
tier sizes, it is 

finished in green 

or gray baked enamel, Furnished 
with coat hooks, number plates, 
chrome handles and choice of locks. 


Piped oxygen outlet (1! B-7) 

Monufecturer's Description: A wall out- 
let for piped oxygen and other 
gases with features said to be 
easier to install and operate is 
now available. The new outlet has 
a self-sealing valve which re- 
quires no dust cap or other type of 
covering. Conse- 
quently, there are 
no protrusions on 
the stainless steel 
wall plate. A fea- 
ture of special in- 
terest to archi- 
tects and contrac- 
tors is that the 
distance between 
the wall plate and 
the box can be 
adjusted after installation to com- 
pensate for varying plaster depths. 
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Double and triple outlets are 


available for any combinations of 


oxygen, vacuum, nitrous oxide, 
air and carbon dioxide. All out- 
lets are available in two types; 
one that fits flush with the wall 
for piping that runs within the 
walls in new hospital construction; 
and the type that is affixed to the 
wall in exposed piping systems. 
All outlets have automatic doublé 
check valves that conform to Na- 
tional Fire Protection Association 
standards. 


Floating magnifier with fluorescent 
lighting (1B-8) 

Manufacturer's Descripiion: This unit 
provides magnification and illumi- 


seeing aids are combined in its 
compact, movable head; (1) mag- 
nification which clearly reveals the 
tiniest work details, and (2) sup- 
plementary fluorescent lighting 
concentrated at the point of work. 
It is available in choice of fin- 
ishes, standard—brown baked 
enamel over bonderizing or, on 
special order, white or gray over 


-bonderizing. A pedestal model, 
desk model, and universal model 


which may be clamped to any 
surface are available. 

Food conveyor (1 B-9) 

Manufacturer's Description: A new high 
flow heating principle, making 
use of radiant energy strip heaters 


underneath the top deck, is in- 
corporated in these food convey- 
ors. The new arrangement more 
than doubles the heat transfer 
area and permits. heat to radiate 
quickly through the side walls and 
the bottoms of all food wells. The 
new conveyor heats up in half the 


time formerly required. As a re- 
sult, the food distribution cycle is 


thus shortened and important sav- 


ings in time and labor effected. 
The improved heating efficiency 
eliminates cold spots and keeps 
foods at piping hot temperatures. 


Utilitop (1B-10) 
Manufacturer's Description: This combi- 


nation unit, comprised of a proces- 
sing counter and compartmental- 


ized section, is all in one com- 


pact piece. It is easily affixed to 
any standard type 60” desk and 
is secured by means of steel brack- 


ets and butterfly bolts. It may be 


moved forward or backward to 
fit the needs of the person work- 
ing at the desk. It allows for suf- 
ficient work space on the flat desk 
portion. Pigeon hole compart- 


ments, customized to fit the par- — 


ticular office forms or collection 
receipts, are solidly constructed of 
aircraft plywood. The counter top 
is tough, mark-resistant battle- 


ship linoleum trimmed with alu- 
minum edging. The supporting 


standards come in either steel gray | 
_or furniture-finished solid mahog- 


any or walnut.. 


Tool for opening clogged drains 
(1B-11) 


Manufacturer's Description: Air pressure 
of 150 to 200 Ibs. in a small port- 
able tank of 1% eu. ft. or more 
Capacity powers this tool, which 
will re-open a clogged drain in 
ten minutes. Pressure of air on 
backed up water column in clog- 
ged drain forces entire clot of 
grease, lint, soap, food particles, 
hair, etc., on into the sewer. The 
tool takes out the main obstruc- 
tion and can’t possibly harm 
plumbing. It is made in three pipe 
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new hospital package 


box of 500 


C L] N tablets 


BRAND 


individually sealed in foil 


Protected until moment of use 

Hermetically sealed against moisture, individually 
foil-wrapped Clinitest Tablets cannot be harmed by warm, 
humid weather or by careless handling. | 


Convenient 


Clinitest Sealed-in-Foil Tablets can be kept on hand 
for immediate urine-sugar testing for floor, ward or clinic use. 


Economical 


This new package makes possible the economy of quantity | 
buying, together with the protection of individual foil-wrapping. 


Clinitest Reagent Tablets 

ig pn _ Waste is eliminated—tablets may be dispensed as required. 
Box of 24 (No. 2157). | | 

Order through © AMES DIAGNOSTICS 

Adjuncts in Clinical Management 


AMES 


COMPANY, INC., ELKHART, INDIANA 
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sizes, 1%”, and 1%” and 2” to 
fit all popular drains in new and 
old construction. The two smaller 
sizes, complete with 4 foot air hose 
and quick couplers, are priced at 
$105. The 2” tool is $130. 


Plexiglas bed sign (1B-12) 


Manufacturer's Description: A name card ~ 


in the top slot of the bed sign 
identifies the patient assigned to 
the bed. Big, bold, easy-to-read 
print on reminder cards quickly 
tells nurses the treatment pre- 
scribed. The bed signs, made of 
plexiglas, are simple and modern 


in design. Their smooth flat sur- 
face is easy to keep clean. They are 
designed for permanent install- 
ation on hospital beds. They can’t 
bend, break, or dent. These signs 
are an aid in helping to prevent 
medication mix-ups. 


foduct literature 


Following is a listing of pam- 
phlets on maintenance equipment 
and procedures available to hos- 
pital personnel free of charge. The 
coupon provided below should 
be checked to indicate the titles 
requested. The name of the man- 
ufacturer from whom the litera- 
ture is available will be sent to 
those requesting it. 

Did You Ever Meet Your Silent Partner 
—An eight page folder on self- 


moulding packing and sealing 
compounds to eliminate leaks. 
(EM-1) 


Disaster—A booklet designed to as- 
sist industrial plants in choosing 
safety and rescue equipment for 
use in emergencies. (EM-2) _ 

The Megger Insulation Resistance 
Tester-Bulletin 21-2084 — Contains 
information and application data 
on two new high range Megger 
insulation resistance testers, rec- 
tified-operated. (EM-3) 

Paints for Hospitals— (EM-4) 


Handbook of Building Maintenance— 
Catalog of complete line of paints, 
and handbook on the many and 
varied problems to be solved in 
maintenance, grounds and fixed 
property. (EM-5) 

Do’s and Don’ts of Ladder Safety for 
Home and Farm—Leafiet on how to 
handle and to use wood ladders. 
(EM-6) 

Complete Sash Maintenance—Bro- 
chure concerning caulking and 
glazing, painting rusted metal, sill 
restoration, etc. (EM-7) 

You Never Slip on an Ancor Floor— 
Descriptive literature on rolled 
steel floor plates. (EM-8) 

Fire Safety in Hospitals and Institu- 
tions—Illustrated brochure discuss- 


ing fire safety program in hos- 


pitals. (EM-9) 


Thermostatic Temperature Regulators 


—Bulletin S-6—Tllustrated with cut- 
away photos and diagrams, instal- 
lation diagrams and engineering 
tables, this bulletin gives informa- 
tion on temperature ranges, in- 


To learn the names and addresses of manufacturers offering the pam- 
— described in this review, simply check the appropriate items 
, sign, and mail to the Editorial Department, HOSPITALS, 

18 East Division Street, Chicago 10, Illinois 
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HOSPITAL. 
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paint and 


stallation “musts”, capacities and 
steam flows. (EM-10) 
Sanitation-Cost Control Clinic Work 
Kit—Consists of twenty-nine dif- 
ferent forms which can be used in 
the management of a modern sani- 
tation program. These include a 
program check list, output charts, 
rating forms, personnel grading 
forms, product rating forms, etc. 
(EM-11) | 3 
Lexsuco Roof Maintenance Package— 
Details on this company’s package 
system of supply are explained in 
this brochure. (EM-12) 
Roofing—Then and Now—In a light- 
hearted but factual fashion, this 
booklet presents a brief history of 
roofing. (EM-13) 


‘Boiler Water—Brochure describing 


the need for proper “designing” 
of the mineral content of boiler - 
water to prevent losses due to cor- 
rosion and scale. (EM-14) 

Speedy Marx Pipe Markings and Iden- 
tification Labels—Catalog of pres- 
sure sensitive pipe markers, 
safety signs and container mar- 
kers. (EM-15) 

Tremeo Quick Reference Guide— 
(EM-16) 

Building Maintenance for Schools 
and Institutions—Booklets discuss- 
ing the products and methods used 
in the maintenance and construc- 
tion of buildings and structures, 
including roof repair, masonry 
preservation and caulking of win- 
dows, etc. (EM-17) : 
How to Make Power Plant Cleaning 
Easier—This booklet is based on 
actual in-plant experience and 
discusses the most common power 
plant cleaning and descaling and 
stripping methods. 
(EM-18) 

Repair Clamps and Saddles for Steel 
and Cast Iron Pipe—Catalog and 
manual covering information on 
the repair of all types of leaks in 
water, steam, gas, oil, ammonia 
and brine lines. (EM-19) 

Repair Handbook—Smooth-On Iron 
Cement——Text and illustrations pre- 
sent repair methods for leaks in 
pipes, boilers, radiators, concrete 
and cinder blocks, and sheet and 
plate metal. (EM-20) 

Union Type MH Packaged Water Tube 
Steam Generators—Detailed cover- 
age of these units including cut- 
away illustrations, installation 
photos, tube arrangement layouts, 
shop assembly construction, etc. 
(EM-21) 
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When the busy hospital pharmacist needs a new and 
possibly unfamiliar pharmaceutical, McKésson’s 
“Rex” McKay service is invaluable . . . just contact 
your nearest McKesson Division. “Rex” will have 
the answer! Another thing— your local McKesson 
representative is your assurance of these services. 


1. COMPLETE STOCKS ;.. YES! You can be as- 
sured that McKesson carries the most complete line 
of pharmaceuticals available. 


2. FAST DELIVERY... YES! No matter where 


If a McKesson representative is not 
calling on you at present, or if you 

want more information, write to 
McKesson & Rossins, INCORPORATED, 
155 E. 44th St., New York 17, N. Y. 


74 Completely Stocked Warehouses from Coast to Coast 
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...Just call on “Rex” McKay! 


you are located. there’s a McKesson wholesale 


_ division nearby to service your needs. 


3. PERSONAL SERVICE... YES! The McKesson 
representative calls on you at regular intervals, and 
in emergencies a telephone call to the McKesson 


Division nearest you will provide rush shipments, © 


4. LESS DETAIL... YES! You have only one in- 
voice when you order through McKesson. . . only 


one shipment to open and check... only one rep-- 


resentative to see. 


McKESSON & ROBBINS 


INCORPORATED 
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new dressing 
Kee 


dry without 


An entirely new principle in dressings, 
TELFA Strips promote wound healing naturally — 
by primary intention 
This revolutionary new dressing is the first in history 
that is both fully absorbent and completely non-adher- 
ent. TELFA Strips keep wounds dry, yet can be changed 
at will—easily, painlessly, and without damage to tissue 


repair. 

A TELFA dressing is not a specialty, but an ail- 
purpose dressingjdesigned for use on all types of wounds. 
It consists of a non-wettable, perforated plastic film 
bonded to Webril®, a highly absorbent backing of 100% 


TELFA ALL-PURPOSE WOUND DRESSING PROMOTES 


pure cotton. Precise perforations pass drainage freely, 
but completely exclude granulations. 


SPEEDS HEALING. Faster healing has been demon- 
strated in thousands of clinical wounds. Wounds never 
grow into the dressing, yet they are kept dry. This 
advantage has been established in experimental wounds 
dressed with TELFA versus conventional gauze, pet- 
rolatum gauze and other dressings. 

TELFA Strips are economical, too. The dressing it- 
self is inexpensive, and on a difficult wound it may save 
from a few minutes to an hour of doctors’ and nurses’ 


time in changing dressings. 
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NOW...AS GREATED BY CUA/TY RESEARCH 


MIDLINE INCISION is representative of 
the many uses for TELFA Strips—in 
major and minor surgery, as well as 
in emergency rooms and on floors. 
Note that the TELFA dressing is 
quickly, painlessly lifted off. No dis- 7 
ruption of wound due to sticking, and a, 
no maceration because TELFA is ab- i 
sorbent. This means faster healing 

for all types of wounds. 


2 TELFA non-adherent dressings are supplied in 214" * a 

x 4" and 3 x 8" strips, in hospital cases; and in 2” x 3” 

sterilized envelopes for doctors’ offices. 

i GOES ON “UPSIDE DOWN” | 

A TELFA dressing is always used 

next to the wound, clone or os | 

transfer dressing. (1) Apply film 
side directly on wound. (2) Cov- 
er with preferred sponge or 


(3) Secure in ploce wi 
(BAUER & BLACK) | 


*Trade-mark of The Kendall Company Division of The Kendall Company, 309 West Jackson Bivd., Chicago 6, Illinois 
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administration | 


WEE 


EQUIPMENT MAINTENANCE— 


let’s take another took! 


S A DIETITIAN, how do you keep 

your on-the-job house? Is 
every piece of equipment spotless 
and in top operating condition? 
Do you keep your department up 
to par? How closely do you follow 
clean up? 

A personal experience will il- 
lustrate the fact that I, like all of 
you, had to learn the answer to 
these questions the hard way— 
through trial and error. 

_ Not too long ago, a group of 
chief cooks and specialized train- 
ing personnel came to our hos- 
pital for a chief cooks’ refresher 
course. Pictures of the group in 
action were to be made. The group 
inspected the dietary department 
without finding fault with any- 
thing until they reached the dish- 
room. I had been making inspec- 
tions of the department for years, 
but it had never occurred to me 
that the spray arms were anything 
but gray. Of course, I knew that 
the high lime concentration of our 
water added to the grayness, but 
I did not think of it as important. 
I was promptly informed by the 
chief of the training group that 
my housekeeping was not up to 
standard. My pride was too hurt 
to ask what was the basic metal 


involved in this spray arm. I- 


watched the group clean it, and lo 


Mrs. Bannister is chief of the dietetic 
service at the $47-bed Veterans Adminis- 
tration Hospital, Houston, Texas. This arti- 
cle is adapted from the author's address at 
the AHA Institute on Dietary Department 
Administration, Houston, March 1954. 
This article has been reviewed at the 
Veterans Administration and is published 
with the approval of the medical director. 
These statements and conclusions do not 
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and behold, brass shone before me- 


Since that time, all spray arms are 
broken out and cleaned with cop- 
per brushes and fine emery cloth. 
Not only has the machine’s ap- 
pearance improved, but less break- 
down from clogged spray arms has 
resulted. 


This story is related for two rea- 
_gons. Like all dietitians, I have 


had to learn- about preventive 
maintenance and sanitary house- 
keeping through the trial and 
error method. Secondly, no matter 
how minute the detail may be, if 
the dietitian or her employees do 
not recognize the necessity for 
preventive maintenance, there will 


be a breakdown. 


_ Proper care of spray arms is 
just one small link in the over-all 


development of an effective main- 


tenance program. A good mainte- 
nance program begins with good 
interdepartmental relationships 
with the dietary and engineering 
departments. The dietitian should 
not think for one moment that she 


can establish a maintenance pro- — 


gram without this understanding. 
The dietitian, in turn, must under- 
stand the engineer’s side of the 
picture, and be prepared to co- 
Operate with him in his program. 


Before this understanding can 


be achieved, the dietitian and en- 
gineer must understand each 
other’s departmental and inter- 
departmental responsibilities, in- 


cluding the confines and bounda- 
ries of each operation. 

The dietetic service assumes re- 
sponsibility for daily care and 
operation of equipment—proper 
techniques in use of equipment 
and prompt and proper clean-up. 
To accomplish these goals, the 
chief dietitian is responsible for 
the adequate training of employees 
in each dietary unit on the care 
and operation of equipment. 

The dietitian should promptly 
report needed equipment repairs 
to the chief engineer. She should 
also report any “trouble spots’’ 
that she might anticipate and 
which might result in a complete 
breakdown of equipment in the 
future. Future “trouble spots” 
might include: too much pressure 
on steam lines, lack of gauges on 
steam kettles and non-operating 
exhaust fans in the ovens. 

The chief dietitian must see that 
her employees have proper tools 
and cleaning agents for adequate 
care of equipment. She should 
train employees in the proper use 
of tools and cleaning agents. She 
should promptly direct her atten- 
tion to employees who willfully 
and consistently refuse to oper- 


ate and clean up their equipment 7 


properly. 

Written instructions on the op- 
eration and care of each piece of 
equipment should be posted in the 
area adjacent to the equipment 
item. (The accompanying chart on 
page 112 is the instruction sheet 
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; | 


. for the operation and care of a 


deep fat fryer). 

The dietitian should maintain a 
file of all dietary equipment with 
specific information on the serial 
number, manufacturer, date of 
purchase and daily load of each 
piece of equipment. To further as- 
sist the engineer, if he is the re- 
sponsible agent for replacement 
of equipment, the dietitian should 
inform him of the need for re- 
placing worn out or unserviceable 
equipment. If the dietitian is the 
responsible agent, he should inform 
her when the maintenance men, 
in servicing equipment, report the 
need for replacement. 


ENGINEER'S DUTIES 


The engineering department as- 
sumes responsibility for the rou- 
tine servicing of equipment — 
equipment breakdowns and re- 
placement of parts. The engineer 
should provide adequate, quali- 
fied maintenance personnel to do 
the job and prompt servicing of 
repairs and replacement of parts. 

The foreman or other responsi- 
ble maintenance man should rou- 


- tinely check all dietary equipment. 


He should use checklists that have 
been prepared for him. He should 
have a working knowledge of 


equipment in use in the dietary 


department so that he can counsel 
with the dietitian in regard to the 
employee use and care of all kitch- 
en equipment. He even may be 
called upon to assist her in in- 
struction of dietary employees in 
operation and care of equipment. 

A truly practical approach to the 
equipment-inspection problem is 


a weekly tour of the dietary de- 


partment by the chief engineer 
and chief dietitian. At that time 
the engineer will point out factors 
in operation of equipment that 
the dietitian may not be aware of, 
but will eventually affect the life 
of the machine. She, in turn, can 
show him needed repairs that have 
been reported, but that have not 
been accomplished, and machines 
whose days for active service are 
numbered. 

Manuals on equipment opera- 
tion and servicing* should be kept 
in the dietary and engineering 
departments. Personnel should use 

*Specific information on the maintenance 
of equipment is included in the following 
AHA manuals: Hospital Food Service Man- 

| Maintenance and 


ual, Manual of H 
Manual on H 
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Dieters! “Dessert time” 


can be the “sweetest” 


time of day ! 


One 
FLA 


Sweet--but sugar free! 


- Delectable D-Zerta, made by the makers of Jell-O, comes in six 
delicious flavors, delightfully sweetened with saccharin . . . it is 
carbohydrate-free . . . and it costs about 4¢ a serving! D-Zerta . 
is a real pickup for patients on low-calorie, low-carbonydrate 
diets. Only 12 calories a serving! 


D-Zerta is now available in the dietetic section of grocery stores! 
Look for the new package containing (3 or 10) two-portion 
envelopes. Complete nutrition information, plus some exciting 


new recipes, with every package! 


Jell-O and D-Zerta are registered trade-marks of General Foods Corporation. A Product of General Foods 
iil 


4 
| | 
| ¥ 
5 
SUGAR 
| 
| 
| | | 
The new 
LOW CALORIE 
dessert 
| 
of JELLO 
tal Housekeeping. 


Cover kettle when not in use. 


; 


3. . 
4. Rinse again with clear water, and dry thoroughly. 

5. Wipe off outside of fryer with a grease solvent base. 
é. 


FAT 
7. 


os hls cannes fot to boll ever: 
food free from excessive crumbs. 


these manuals as a reference, and 
study them frequently to learn 
more about their jobs of repair, 
daily maintenance and use. 

A systematic method for placing 
requests for maintenance services 
should be established. In the Vet- 
erans Administration hospital, the 
dietitian sends a work order to the 
chief engineer for distribution to 
his departmental unit supervisors 
for action. The dietitian retains one 
copy of the work order, which she 
takes with her on her weekly in- 
spection tours with the engineer. 


Areas of combined responsibility 
and cooperation for the dietitian 
and engineer are: 

1. Chief engineer and chief die- 
titian should make weekly inspec- 
tion tours. 

2. They should decide which 
maintenance duties the engineer- 
ing department is unable to pro- 
vide due to personne] limitations, 
inadequate facilities, etc. They 
should request the administrator’s 
permission to secure these services 
from outside agencies that spe- 
cialize in such functions. 


A contract can be given to ven- 
dors for such services as rodent 
and insect control, window wash- 
ing, replating and retinning of di- 
etary equipment, maintenance of 
ice cream equipment, drapery 
cleaning, painting, refinishing of 
wooden-top tables and meat blocks, 
and cleaning of vents and exhausts. 
If no engineering division exists in 
the hospital, the dietitian should 
join with her administrator in de- 
termining which dietary mainte- 
nance services will be contracted 


from outside sources. Together 


they may decide that there is suf- 


ficient need for maintenance to 
employ a fulltime dietary depart- 
ment mechanic, or even that a 
contract be established to secure 


this service from an _ outside 


agency. 

Today the services of a dietitian 
are sought constantly by the hos- 
pital administrator who is seeking 
a way to operate a_ successful 
dietary department. The adminis- 
trator has long since recognized 
that this department is vital to 
good patient care and contributes 
to the hospital’s standing in the 
community. The administrator de- 
pends on the dietitian to assume 
complete responsibility for eco- 
nomical, efficient operation of the 
dietary department. How well 
she, in turn, recognizes this fact 
and utilizes her skills in the over- 
all operation of her department 
justifies her existence as the ad- 
ministrator of the dietary depart- 
ment. In the operation of the de- 
partment, the dietitian can not 


dismiss the need for expert know- 


how and attention to sanitation, 
daily upkeep and maintenance of 
equipment in the department. 
Equipment, in its initial pro- 
curement, is very expensive. It 
has been placed in use only be- 
cause it has been justified on the 
basis of rendering a saving in in- 
creased efficiency of existing per- 
sonnel, or reducing the number 
of personnel required to produce 
good food in sanitary surround- 
ings. A well-kept, clean dietary 
department serves as a show case 
for the quality of all the care a 
patient can expect the 
hospital since it indicates high 
standards in an area in which 
most people feel enough familiar- 
ity. with to pass judgment—the 
kitchen. 


ADA convention re-emphasizes the dietitian's medium to success 


EXECUTIVE ABILITY | 
MATCHED WITH SCIENTIFIC KNOWLEDGE 


HE NEED for “heart talents as 

well as creative talents” in the 
international scene can be aptly 
applied to the world of dietetics. 
In her statement before the recent 
American Dietetic Association con- 
vention, an Ohio psychologist 
Amalie K. Nelson pinpointed the 


~= 


basic deficiency in the food serv- 
ice profession—lack of manage- 
ment skills in the daily applica- 
tion of our therapeutic knowledge. 
Often times the chief dietitian, 
particularly in the small hospital, 


feels that the many demands on 


her professional talents squeeze 
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PROCEDURES FOR OPERATION AND CARE OF DEEP FAT FRYER. 
OPERATION 
1. Be sure drain valve is closed tightly. 
2. Fill kettle % full, or so fat is about 2” from top of kettle proper. ee 
3. Light pilot flame to ignite main gos burner. 
or until fat reaches desired temperature. 
5. Cover bottom of basket with product to be fried; lower basket into 
hot fat and fry. 
6. For uniformity, fry pieces of similar size at the same time. in general, : 
7. 
8. When operations are complete, turn off gas burner. , 
CARE of 
1. Drain off fat into a non-splash container, and strain out sediment. ; 
2. Clean kettle with hot solution, cleaning soda, and a stiff brush. i 
deposit thot usually causes foaming of the fat and shortens its life. i 
$. Fats should be reconditioned in order to mointain fine quality of fried ‘ 
foods. Generally fat may be used for several days by straining out i 
sediment. 
fat from top and drain to re- 4 
TION 
Ase , no temperature 
COMBINED DUTIES f 
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... with Pfaelzer Brothers 


Portion-Ready Meats 


Portion-Perfect! for Perfect Portion Control ® 


. | | able by-products, cutting 

losses, shrinkage . . . and other 

utlets ... “hidden costs” that make it vir- 

A favorite with our institutional tually impossible to determine 

customers. It will be for you. A 3 exact portion costs from the 
oz. portion currently costs 16c. price per pound. 


With P.B. Portion-Ready Meats, your first cost is your 
final cost. Control is automatic. 

Purchases can be made and menus planned with 
complete certainty that meal budgets will be met. 


P.B. Portion-Ready meats are cut to your specifica- 
tions. They are always uniform in size and quality, 
invariably making a favorable impression when 
served. 

More and more institutions are effecting economies 
am with this modern management technique. Let us 
- show how you can achieve greater efficiency in 
= your food department. 

Have a P.B. representative call to give you further 
details. 


ENJOY THESE 

EXTRA ADVANTAGES 

@ PAYROLL ECONOMY! 

@ DEPENDABLE QUALITY! 
@ INVENTORY CONTROL 
@ WASTE ELIMINATIONI 


939 West 37th Place Union Stock Yards - Chicege 9, lilinois 


Tolls how te achieve offidency ln your 
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out the possibility of the “human 
touch” in administration. It is with 
hope of delegating some of her 
responsibilities that the food serv- 
ice supervisor program' has been 
developed. 

Throughout the week the ad- 
ministrative aspect of dietetics 
was hit time and time again. One 
of the keys to successful adminis- 
tration—conveying your ideas— 
was the theme of the first set of 
concurrent sessions. Dr. Anthony 
J. J. Rourke, New Rochelle con- 
sultant, asked us if we were ex- 
ecutives. He warned us you can 
not give a definite yes or no an- 
swer, but you can describe the 
“substance of an executive and 
the methods of an executive’. Dr. 
Rourke listed five major require- 
ments for the successful executive: 
a sense of inner security, a feeling 
of independence, faith in others 
and the future, complete lack of 


jealousy, and sensitivity to the 


feeling of others. 

The executive’s methods should 
include an objective well-defined, 
a well-developed plan to reach 
that objective, standards of per- 
formance of a proven nature, ap- 
preciation of human _ relations, 
good communications system, a 
system of delegation and a system 
of follow-up and evaluation. 

In this job of conveying ideas, 
how do you say it? Warren Guthrie 
Suggests that you be eternally 
conscious of your listener. The 
head of the speech department at 
Western Reserve University fur- 
ther remarked that it is a rela- 
tively simple job to please the 
public—what the speaker needs 
is devotion to his duty and care- 
ful preparation of his material. 


MANAGEMENT RESEARCH 

Another of the well-received 
addresses on the management 
viewpoint was given by Mary K. 
Bloetjes, Ph.D., head of the De- 
partment of Institution Adminis- 
tration at Florida State Univer- 
sity, Tallahassee. Dr. Bloetjes re- 
ports that there is a demand for 
new, modern techniques of re- 
cording, sorting and interpreting 
1. Further information on the develop- 
ment of the food service supervisor pro- 
m and a description of the curriculum 

as developed by e American Dietetic 
Association Committee to Stud the 
Auxiliary Worker is contained in the 
article “Duties and Respo ee 


American Dietetic Association, an 
ing the Food Service in the 
September 1954 issue of Hosrrrats. 
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data in such food service activities 
as recipe calculations, compilation 
of purchase orders, inventory con- 
trol and portion costing. She sug- 
gests the use of punched cards, 


magnetic tapes and other record- 


ing and calculating devices to pro- 


vide data in a more rapid and ac- . 


curate manner. 

Kenneth G. Matheson prefaced 
Mrs. Bloetjes remarks with a dis- 
cussion of the development of a 
management research problem. 
There are two main types of man- 
agement research: the pioneering 
type based on underlying sciences, 
and management seeking solutions 
to its own pioblems. The dean of 
the Drexel Institute of Technology 
said that although there is an ex- 
treme amount of research work to 
be done, management research 
actually is progressing much faster 
than most of us realize. 

Probably one of the most force- 
ful convention speakers, from the 


- viewpoint of the subject matter 


and manner of presentation, was 
Dr. Paul Haun, assistant professor 
of psychiatry at Bowman School 


. of Medicine, Wake Forest College, 


Winston-Salem, N. C. His stirring 
presentation of the little things that 
count so much in food service, I 
venture to say, will long be re- 
membered by those who chose the 
mental health session on Thursday 
at 2. 
EQUIPMENT PLANNING 
_ Therapeutic diets, equipment 
planning, financial control, nutri- 
tional accounting—pertinent top- 
ics on any dietetic program—were 
included in the program for the 
37th annual meet in Philadelphia. 
At the Wednesday afternoon 
session programmed “Are Your 
Diets Therapeutic?”’, Dr. W. H. 


Sebrell Jr., director of the National - 


Institutes of Health, U. S. Public 


Health Service, Bethesda, Md., ex- 


pressed a feeling of deep responsi- 


bility to the members of a very 


efficient team: the nutritional sci- 
entist, the practicing physician 
and the dietitian, who places the 
firidings of the first at the disposal 
of the second. | 
Understanding the present sta- 
tus of therapeutic nutrition, view- 
ed in historical perspective and 
pointing out the dynamic field of 
rapidly-changing concepts, re- 
quires the dietitian, like the physi- 
cian and scientist, to have an open- 


minded spirit of investigation, if 
she is to serve mankind in the 
best possible way. 

Dr. Sebrell reported that the 
therapeutic diet is not only widely 
appreciated, but critically evalu- 
ated and refined. The nutritional 
needs in illness are based on these 
four general considerations: previ- 
ous nutritional status of the pa- 
tient, nature and severity of the 


disorder, identity and amount of. 


nutrients being lost, and probable 
duration of the illness. 


Other points that Dr. Sebrell | 


particularly emphasized are: the 
need for increased protein in rou- 
tine hospital use, the importance 
of vitamins in sickness and trauma, 
the need for restriction in certain 
disease conditions, and the import- 
ance of meeting the caloric needs. 


' The. dietitian is educated to meet 


the patient’s sensitive needs. 
Promising research in the vita- 
min B complex group’ and spec- 
tacular results of vitamin B,, 
therapy on neurologic disorders of 
alcoholism also were described. 
At the same session, Virginia 
Vivian of University Hospital, Ann 
Arbor, Mich., reported on the two- 
year project of the ADA Diet 
Therapy Section that aimed at 


stimulating an exchange of ideas — 


on how best to establish and main- 
tain mutually satisfying rap- 
port between the dietitian and her 
patient. She stressed the values 
to be derived from the selective 
menu and nutrition education of 
the patient. Changing the patient’s 
attitude to one of acceptance to- 
wards his food is an essential part 
of therapeutic treatment and is 
one task that requires the dieti- 
tian’s skill, patience and ingenuity. 

The third speaker, Evelyn Pear- 
son of the Hartford (Conn.) Hos- 
pital, emphasized the critical prob- 
lem faced by the dietitian—tempt- 
ing the sick person to eat. In her 
report of Project No. 3 of the ADA 
Diet Therapy Section, Miss Pear- 
son stated the hospital diet can 
meet the nutritional needs of the 
patient only if the food served is 
eaten. This project on the use of 
the selective menu for therapeutic 
diets consisted of five specific areas 
of study: (1) mechanics of insti- 
tuting a selective menu, (2) the 
costs involved, (3) the variety of 
modifications that can be handled, 
(4) the possible gains in nutrition 
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by the patient, and (5) the reac- 
tions of the patients to the selec- 
tive menu. 3 

Edith Jones, Clinical Center, 
National Institutes of Health, 
Bethesda, Md., a welcome partici- 
pant in dietetics programs, pre- 
sented a cOnvincing case for the 
necessity of research in equipment 
and layout planning. 

According to Miss Jones, six 
steps are necessary for realistic 
planning of dietary facilities: de- 
termine the function of the de- 
partment, then list the necessary 


operations to carry out these func-. 


tions and thirdly, embark upon the 
most time-consuming step of all, 
selection of the most practical 
method of food service distribution 


that will accomplish these opera- _ 


tions. Step four calls for a written 
program; step five, a definite plan 
of expected work flow in each 
unit and for the department as a 
whole. Selection of equipment, is 


. the last, but by no means, the 


least important step. | 

On Thursday morning John W. 
Hargrave, architect and food serv- 
ice consultant, picked up Miss 
Jones’ discussion of equipment 
planning with a recommendation 
for testing your menu through 
your equipment. 


FINANCIAL CONTROL 
In discussing the need for finan- 


cial control, Neva Radell empha- 


tically pointed out that it takes as 
much financial control to operate 
a nonprofit as a profit food service. 
Dr. Radell reports that in too many 
of our nonprofit food service op- 
erations, accounting is too much 
apart from management. In many 
instances, it is just a telephone 
call to clear up errors. Miss Radell 
is professor of business adminis- 
tration at Pratt Institute and di- 
rector of the New York State Res- 
taurant Association, New York 
City. 


In ‘continuing the discussion on 
financial control, Ruth Reams em- 
phasized the need for nutri- 
tional accounting. The dividends 


of nutritional accounting, accord- 


ing the chief dietitian at the 
Brooklyn Veterans Administra- 


tion Hospital, are: assurance to 


the dietitian that the menus are 
nutritionally adequate; a means of 
justification from the therapeutic 
viewpoint and an opportunity for 
immediate action for control; if 
the accounting figures are correct 
and up-to-date. 


RESEARCH REPORTS 


National conventions of this 
type offers an opportunity to hear 
first-hand some of the interesting 
research reports that have been 
conducted in the various phases of 
nutrition and dietetics. Each day’s 
program featured discussion on 
various areas of research, includ- 
ing management, administration, 
infant and maternal welfare and 
child feeding. 

In pre-convention sessions for 
internship directors, a very inter- 
esting research report was given 
on the recently-completed study 
on the development of standards 
in the preparation of the profes- 
sionally qualified dietitian. The 
study, conducted at Iowa State 
College, was undertaken to devel- 


_ Op a curriculum guide, designed to 


influence the trend toward uni- 
formity of standards of training 
offered by the approved dietetic 
internships. 

In the over-all field of nutrition 
today, it has been noted that we 
dietitians now have the know- 
how to provide the food that 
makes us like we want to be, not 
just what we ought to be. In her 
further comments on nutrition to- 
day and cultural attitudes, Tues- 
day evening, Margaret Mead of 
the American Museum of Natural 
History, stated: “Nutrition today 


is the kind of thing we can’t bear 
to be against.” 

A dietary regime high in cal- 
ories, protein and vitamins is rec- 
ommended for the dietary treat- 
ment of celiac disease and cystic 
fibrosis of the pancreas. From a 
15-year study of celiacs at Babies 
Hospital, New York City, Dr. Dor- 
othy H. Andersen at Friday morn- 
ing’s session outlined the dietary 
treatment for celiacs: Frequent 
feedings; use of boiled skim milk, 
not raw or pasteurized milk; avoid- 
ance of starches, especially wheat 
and rye; absence of chocolate in 
any form; low fat, but no fat-free 
diet; and inclusion of simple sug- 
ars, such as glucose and fruit juice. 
Dr. -Andersen reports that most 
celiacs like jello with marshmal- 
low sauce. 


ANNUAL BANQUET 


With a total registration of 3,964, 
this five-day educational session, 
jam-packed with early morning 
discussion periods, concurrent ses- 
sions, and extensive exhibits, pre- 
sented a real problem in allocating 
time for informal get-togethers to 
renew old friendships and make 


hew ones. 


The meeting came to a close 
with the association’s annual 
banquet on Friday evening. Fol- 
lowing the dinner, Fern W. 
Gleiser, professor of institution 
management and economics at the 
University of Chicago, was form- 
ally installed as the 1954-55 pres- 
ident of The American Dietetic 
Association. Earlier in the week, 
the following new officers were 
chosen: president-elect, Winifred 
Howard Erickson, director of die- 
tetics, Ancker Hospital, St. Paul; 
secretary, Mary Ellen Johnson, 
Colorado State Hospital, Pueblo; 
and treasurer, Doris T. Odle, di- 
rector of dietetics at the University 
of Colorado Medical Center, Den- 
ver. 


Master Menus for February 


The arts and skills pertaining to food—its prep- 
aration, presentation and enjoyment—are necessary 
to the well-being of the hospital patient. An adequate 
amount of good food, long recognized as an essential 
part of good hospital care, aids the patient in adjust- 
ing to hospital routine. The sight of good, simple, but 
familiar foods helps to lift patient morale, to ease 
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tension and to restore a feeling of security as well as 
to provide the nourishments necessary to restore the 
body to a state of good health. 

One of the most important and basic considera- 
tions for the service of good food is the scientifically- 
planned menu. Each month the American Hospital 
Association publishes a Master Menu, which has been 


? 

| 
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scientifically-planned to meet the needs of the normal 
and seven most commonly used modified diets. With 
the AHA Master Menu at hand for the forthcoming 
month, the dietitian only needs to adjust the menu 


_ pattern to the requirements of her individual hospital. 


The modified diets included in this Master Menu 
series are the soft, full liquid, high protein, high 
calorie, low calorie, low fat and measured or weighed 
diets. The modifications included are in method of 
preparation, consistency of the individual food items 
or the menu as a whole, food composition and caloric 
content of each item and/or the diet as a whole. 

The Master Menu kits, containing wall cards, 
transfer slips, Master Menu Diet Manual and direc- 


tions for using the menu service, are available to 


users of the menus at $2. each by writing the Edi- 
torial Department of HospiTa.ts. Additional single 


. Gra 
. Apple 
Bread 


. cup—tea cakes 
. Canned peeled apricots 
. Cherry gelatin with 


custard sauce 
fruit half 
juice 


Wes 


. Grapefruit half 
. Grapefruit juice 


Brown granular wheat 
cereal or corn fiakes 


. Peached egg (omit on 


Normal Diet) 
Crisp bacon 
Het cross buns 


Easence of vegetable soup 

Whele wheat wafers 

Baked breaded flounder 
fillets 


. Broiled flounder fillets 


Duchess potatoes 

Riced potatoes 

Pimiento wax beans 
Wax beans 

Celery and rose radishes 


. Roast chicken 


potatoes 


. Whipped 
potatoes 


Green Lima ans 


. Patty pan squash 
. Mixed fruit salad with 


pecans 

. Fruit salad dressing 

. Lemon custard ice cream 
. Lemon custard ice cream 


Lemon ice 


. Sliced orange 
. Tomato juice 


of chicken soup 
. Salti 
. Sliced with sweet- 


breads and mushrooms 
in casserole 

Creamed sweetbreads on 
‘toast 


. Cold roast beef 

. Baked potato 

. Green peas 

. Jellied cranberry and 


orange 


. Lemon mayon 
. Baked apple with 


eream 


. Apple sauce 
. Soft custard 


copies of the diet manual are available at $1.50. Red 
. Molded chocolate pudding 36. — 
Summary of Dinner Meats . Grape sponge 
peac Februa 
Dinner Meat Dates on menu Total 21. Blended citrus juice 1. Orange juice 
Beef... February) 2-8-12-15-22-27.... 6 2. Orange juice 
22. Clam chowder 3. Puffed wheat or oatmeal 
Veal ...February 10-16-26. 3 3. Crtep 4. Poached exe 
Z . Salmon cutlet with egg 5. Cris acon 
. Creamed 
Pork February 5-9-14-19-21 5 with lemon 7. Chicken soup 
Ow . Stuffe aked potato 8. Melba toas 
. Temato sala ba 
ecoruary 30. Herb French dressing 10. Pan-broiled liver 
| Variety Meats....ebruary 7-24... 2 31. Chocolate brownie 1l. New potatoes in cream 
32. Canned bing cherries sauce 
7 _ 33. Molded chocolate pudding 12. New potatoes 
7 28 34. Unsweetened canned bing 13. Sliced beets 
February | 14. Sliced carrots 36. Bread 
1. Blended citrus juice French 16. Seur cream dressing 
H Blended citrus juice February 5 17. with custard, 
| . Crisp rice cereal or brown 17. Apple and cheese cris 1. Orange juice tard 
granular wheat cereal 18. Pineapple whip with 2. Orange 
ene custard sauce 3. Wheat flakes or oatmeal 19. Mocha sponge 
. Bacon 19. Pineapple ~~ 4. Soft cook 20. Grapefruit half 
6. Toast 20. Half grapefruit 5. Grilled link sausages 21. Grapefruit juice 
7. dullemne vegetable soup Feast 
5. Melba tonst 22. Alphabet soup 7. Needle soup +4 
7 9. Turkey pot pie 23. Saltines 8. Saltines 24. Glazed Canadian bacon— 
7 10. Hot sliced turkey 24. Veal stew with dumplings 9. Reast fresh ham— ' ‘parsley rice 
ll. Parsley potatoes 25. Omelet cinnamon applesauce 25. Crisp bacon 
12. Boiled potatoes 26. Roast veal 10. Braised beef 26. Broiled lamb chop 
13. Asparagus tips 27. Baked potato 11, Brown paprika potatoes 27. Parsley rice 
| 14. Asparagus tips 28. Peas 12. New potatoes 28. Green beans 
15. Waldorf salad 29. Temate salad 13. Seven-minute cabbage 29. Pineapple cream cheese 
i. 16. Mayonnaise dressing 30. French dressing 14. Sliced carrots and cherry salad 
| 17. Cheecolate cream puff 31. Dried prune and apricot 15. Endive and julienne beet 20. Clear French dressing 
18. Chocolate pudding with compote—butterscotch salad 21.0 hiffon cake with 
whipped cream wafers 16. Fresh horse-radish “avamae frosting 
19. Raspberry gelatin 32. Canned pears dressing 32. Prune whip 
20. Unsweetened pineapple 33. Soft custard 17. Date squares 33. Strawberry gelatin 
chunks 34. Unsweetened canned 18. Apple tapioca 34. Unsweetened canned 
21. Ovapetrett juice 19. Raspberry gelatin peaches 
22. Cream of mushroom soup 36 juice 20. U canned fruit juice 
tines 
24. gee ee gomnca bacon— February 3 21. Grapefruit juice Fel ry 8 
can aweet potato — 1. Orange slices 2°. Tomate and rice sou 
25. Pan eee | liver— 2. Orange juice 23. Crisp crackers af 1. Blended citrus juice 
scalloped potatoes 3. Shredded wheat or farina 24. Hamburger and macaroni 2. Blended citrus juice 
26. Pan broiled liver—baked 4. Serambled eg« au gratin 3. Heminy or wheat and 
. Het biscuitse—hone . Baked veal chop - Sort coo 
Riemer 27. Whipped potatoes (omit on 5. Crisp bacon 
7. Barley broth Diet) Toast 
. Saltines . Asparagus tips 
33. nero nage a 9. Reast leg of lamb 29. Tessed salad 7. French onion soup 
32. panene and orange cup 10. Roast lamb 30. Celery-seed dressing 8. Crisp crackers 
12. Potato balls 32. Canned pears 10. Broiled steak 
26. nectar 13. Dieed straightneck squash %3. Vanilla rennet-custard ll. Baked potate 
. ee 14. Diced straightneck squash 24. Unsweetened canned pear 12. Baked potato 
2 15. Grapefruit and endive salad and plum compote 13. Fried eggplant or spinach 
February 16. Poppy-seed sweet 35. Mixed fruit juice 14. Chopped spinach 
1. Orange juice 17. Strawberry tice cream 36. French bread 15. Lettuce and tomate salad 
2. Orange juice 18. Cranberry ice 16. Vinegar-oil dressing 
| 3. Relled wheat or corm fakes 19. Cranberry ice (no cream) February 6 17. Devil's feed pudding 
4. Seft cooked 20. Unsweetened canned 18. Lime ice 
5. Grilled chicken livers boysenberries 1. Grapefruit 19. Lime ice “es 
Blueberry muffins 21. Lemonade 2. Prune juice with lemon 20. Orange and strawberry 
3. Relled wheat or crisp rice cup 
; 7. Chicken rice seup 22. Puree of split pea soup cerea 21. Grape juice 
8. p crackers 23. Teast sticks 4. Serambled 
Swine steak 24. Cold cutse—potato salad 5. Crisp bacon 22. Vegetabie soup 
10. Broiled steak 265. Cold sliced chicken 6. Cimnamen toast 23. Saltines 
ll. Mashed potatoes 26. Cold sliced chicken—<cab- 24. Chicken mushroom and 
12. Riced potatoes and sal Beef on 
| . € wer with cheese : ed noodles Crisp ekers : 
28. Beets 8. Baked stuffed half broiler 26. Hot sliced chicken . 
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Here’s Premium Hobart Quality 


Yes — Laid | It Right. on the Line! 


You’ve dreamed of a peeler like this—and now it’s a 
stainless steel, portable, low-cost, high-efficiency reality. 
We gave our development engineers a sales ceiling-figure 
so low it will amaze you. We specified no short cuts in 
Hobart quality, durability and performance. And they've 
successfully met both challenges by designing the indus- 
try’s most outstanding buy! | 


Look over the partial pecliesthiies listed, and you'll 
agree. Think for a minute of the solid reputation of the 
great Hobart food, kitchen and dishwashing machine line 
—world’s most complete. Then send the handy coupon 
below —quick—for complete information including price. 
The Hobart Manufacturing Company, Troy, Ohio. 


THE HOBART MANUFACTURING COMPANY, Troy, Ohio 
Dept. ADV.— Peeler 

Please send me without obligation the following information 
on your newest Peeler Model 6115. 


[] Please send specifications and quote price on [_] Peeler Unit only. 
[] Peeler plus combination cabinet base and trap for floor installation. 
|] Please send a Hobart Representative with all the information. 


NAME TITLE 


COMPANY 


ZONE STATE 


CONVERTIBLE to cabinet floor machine. 


Accessory combination stainless steel 


cabinet-base and trap attaches easily 
with 4 screws at 90°, giving 4 installation 
possibilities —front, rear, right and left 
side discharge. 


PORTABLE PEELER— weight, 86 Ibs. 


STAINLESS STEEL 
breakable white plastic top. 


TIMER — synchronous adjustable 4 min. 
Available with tumbler-type switch in- 
stead, at reduced cost. 


CAPACITY — 15 to 20 Ibs. in 1 to 3 min. 


DURABLE — it’s Hobart-built—~ Hobart 
guaranteed! 


‘COST—You won't hesitate a minute! 
Send the coupon now. 


Hobart 


Food Machines 


The World's Largest Manufacturer of Food, 
Kitchen and Dishwashing Machines 


ara New Popular Price 
= 
\ 
| 
| 
| = 
q 
4 
ctv... 


New potatoes 
Carrots 


. Grapefruit and avocado 
blossom salad 

. Prench dressing 

. Biweberry puff with 
whipped cream sauce 

. Canned peas 


. Vanilla blanc mange 
Unsweetened canned 
boysenberries 
25. Cherry juice 
36. Cloverleaf rolli« 


February ? 
1. Orange juice 
| 2. Orange juice 

3. Bram flakes or farina 
4. Seramblied 
5. Grilled link sausages 
6. Teast 


Consomme 

. Saltines 

. Baked ham loaf 

. Broiled whitefish 

Mashed potatoes 

. Riced potatoes 

. Asparagus tips 

. Asparagus tips 

. Peach, banana and cherry 

salad 

. Apricot salad dressing 

. Lemon meringue pie 

. Lemon meringue pudding 

. Whipped cherry gelatin 

. Unsweetened canned 
apricots 

21. Blended citrus juice 


. Petate soup 

. Crisp crackers 

. Shrimp creole with rice 
. Baked rice with cheese 
. Low fat tuna 


. Green peas 
. Raw vegetable salad bow! 
. Resstian dressing 
. Raspberry sherbet 
. Canned peaches 
. Baked custard 
. Fresh 
. Grape juice 
Bread 


. Grapefruit half 

. Grapefruit juice 

. Oatmeal or corn flakes 
. Poached exe 

. Crisp bacon 

Toast 


Beef bouillon 
Crisp crackers 


Porm 


Noodles 

Quartered carrots 

Quartered carrots 

Mixed green salad 

Herb dressing 

Orange floating island 

. Orange floating island 

. Orange ice 

Diced orange cup 

Orange juice 

Cream of celery soup 

. Saltines 

. Serambled with link 
snusages 

. Chicken livers 

. Chicken livers 

. Baked potato 

. Green beans 

. Stleed temate salad 

. Prench 

31. Reyal Anne cherries 

. Royal Anne cherries 

. Pleating 

. Unsweetened canned Royal 
Anne cherries 

. Apricot nectar 

. Bread 


. Siteed orange 

. Orange juice 

. Corn soya or hominy 
. cooked ece 

. Crisp bacon 

. Whele wheat muffins 


2 

3 

4 

5 

6 

7. Temate boullion 
Melba toast 
0 
8 


. Bretied halibut 

. Brotied halibut 

. Savery etuffed baked 
potato 

. Baked potato 

. Preshk « 

. Fresh spinach 


Head lettuce salad 
Thousand Island dressing 
Cranberry crunch 


. Creamy rice pudding 
. Strawberry gelatin 

. Fresh strawberries 

. Blended citrus juice 


. New Eugiand fish chowder 
. Creuteons 
. Cheese dreams 
. Fluffy omelet—-asparagus 
. Cottage cheese—asparagus 
Parsley potato balls 


i Shredded cabbage, carrot 


and green pepper salad 


. Tarragen dressing 

. Peach shortcake 

. Bliced peaches 

. Chocolate rennet-custard 
. Unsweetened canned 


peaches 


. Pineapple juice 


February 12 


. Siileed banana 
. Orange juice 


Brown granular 
cereal or puffed 


. Serambled 


Grilled Canadian bacon 
Toast 


. Barley soup 
. Saltines 
. Braised beef chuck 


Broiled beef pattie 
Franconia potatoes 


. Parsley potatoes 

. Harvard beets 

. Latticed beets 

. Cucumber and romaine 


. Creole dressing 

. Cheeolate log 

. Baked custard 

. Pineapple whip 

. Unsweetened canned pear 
. Lemonade 


. Beef noodle soup 
. Crisp crackers 
. Turkey a ia king on rice 
. Creamed turkey 
. Cold sliced caver 
. Bolled rice 
. Green pens 
. Grapefruit and red apple 


. French dressing 
. Canned plums and oatmen! 


cookies 


. Pear in cherry gelatin 
. Baked custar 
. Unsweetened pineapple 


chunks 


. Fruitade 
. Bread 


February 13 


1. 


2.. 
3. 
4. 
5. 
6. 


Blended citrus juice 
Blended citrus juice 
Wheat flakes or oatmeal 
Soft cooked exe 

Crisp bacon 

Coffee cake 


. Beef broth 
. Teast sticks 
. Reast leg of lamb—mint 


sauce 


7 
9 
0. Roast lamb 

l. New potatces 
New potatoes 
5 
6 
7 
a 


French style green beans 


. French style green beans 
. Relish plate—aeweet 


mherkins, radishes, olives 


. Butter pecan ice cream 
. Canned peaches with 


raspberry ice 


. Raspberry ice 
0. Uneweetened canned fruit 


compote 


1. Grapefruit juice 


. Vegetable soup 
. Saltines 
. Banana bread cream cheese 


sandwiches 


. Egees—goldenrod on toast 


—asparagus 


. Cottage cheese—asparacus 
. Baked potato 


Orange. fresh pineapple 


and strawberry salad 


. Prute salad dressing 
. Checelate angel food 
. Whole peeled apricots and 


angel cake 


. Vanilla blanc mange 


34. 


Unsweetened canned 
Tomato juice 


February 14 


21. 


Grapefruit 
. Grapefruit juice 


Relled wheat or crisp rice 
cereal 

Poached 

Crisp bacon 

Toast 


Consomme_ 
Crisp crackers 


. Baked — 


crabap 
Chic 


. Parsley potatoes 
. Parsley potatoes 


Broccoli 

Acorn squash 

Apricot and stuffed date 
sala 

Cream mayonnaise 

Strawberry chiffon pie 


. Lemon cream pudding 
. Lime gelatin 
. Orange slices 


Apricot and lemon nectar. 


. Cream of tomate soup 
. Melba toast 
. Creamed chicken in patty 


Creamed chicken on toast 


. Sliced chicken 

. Paprika quartered potatoes 
. Whele carrots 

. Crisp greens and radish 


. Poppy-seed sweet dressing 
. Canned pears—Valentine 


cookies 


. Canned pears 

. Floating island 

. Fresh strawberries 
. Apple juice 


rea 


February 15 


21. 


. Orange juice 
. Orange juice 
. Cern flakes or brown 


granular wheat cereal 


. Serambled exe 
. Chicken livers 


Toast 


. Alphabet soup 


Saltines 


. Country fried cubed stenk 


Broiled cubed steak 
Whipped potatoes 


. Whipped potatoes 


Whole kernel corn 

Green peas 

Tomato and cress salad 
Blue cheese dressing 
Peppermint stick ice cream 


. Vanilla ice cream 
. Cherry sponge 
. Fresh pineapple 


Grapefruit juice 


. Chicken okra soup 
. Crisp crackers 
. Lamb pie with pastry 


cover 


. Lamb and noodle casserole 
. Broiled lamb chop 
. Baked noodles (omit on 


Soft Diet) 


. Green beans 

. Fresh salad 

. French dressing 

. Cheeolate eciair 

. Royal Anne cherries 

3. Vanilla ice cream 

. Unsweetened Royal Anne 


cherries 


. Pineapple juice 
. Peppy-seed rolli« 


; Applesauce 
. Grapefruit juice 
. Heminy or shredded wheat 


Seft cooked exe 


. Grilled sausages 


ole wheat raisin toast 


. Temate boutlion 


Mm wren | mom 


Crisp crackers 

Reast leg of veal 

Roast leg of veal 

Oven-browned potatoes 

Baked potato 

Sliced beets 

Sliced beets 

Grapefruit and avecade 
aalad 

French dressing 

Marble layer cake 

Baked custard 


. Orange rennet custard 


. Unsweetened canned pear 
; 21. Blended citrus fruit 


4 22. Puree of split.pea soup 
Cheese souffle 


. Broiled beef patty 
. Latticed potatoes 


Vinegar-oil dressing 
. Baked apple with light 


. Apple sauce 

. Lemon gelatin cubes 

. Unsweetened apple sauce 
. Orange juice 

. Cleverieatf rolls 


Grapefruit 

Apricot nectar with lemon 
Bran flakes or farina 
Peached egg 

Crisp bacon 

Honey nut muffins 


Julienne vegetable soup 
Saltines 


. Baked chicken loaf with 


pimiento cream sauce 
Hot sliced chicken 
Parsley creamed new 
tatoes 
New potatoes 
Green beans 


. Green beans 
. Pineapple-cranberry- 


cream cheese salad 
Lemon mayonnaise 


. Grape juice aes with 


whipped e 


. Grape juice preony with 


whipped cream 


. Grape sponge 
0. Unsweetened canned bing 


cherries 


. Lemonade 


. Cream of asparagus soup 


Croutons 


Cold sliced tongue—potato 


salad—sliced tomatoes 


. Minced lamb—peas 
. Cold roast lamb—peas-— 


tomato salad 


. Fluffy potatoes 
Celery and olives 


. Peaches and rice cream 
. Sliced peaches 

. Soft custard 

. Diced orange cup 

. Cherry juice 

. Parker House rolls 


February 18 


Orange halves 


. Orange juice 


Rolled wheat or corn flakes 

Serambled exe (omit on 
Normal Diet) 

Crisp bacon 

Griddle cakes—syrup 


Cream of celery soup 
Melba toast 
Fried scallops—tartar 


sauce 
. Broiled haddock fillets 


Mashed potatoes 
Riced potatoes 


. Slieed carrots 


Sliced carrots 


. Cabbage and toasted 


almond salad, pimiento 
garnish 


. Seur cream dressing 
. Cettage pudding with 


cherry sauce 


. Cottage pudding with 


strained cherry sauce 


. Whipped cherry gelatin 
. Unsweetened canned plums 
. Grapefruit juice 


. Shrimp bisque 
. Crisp crackers 
. Tena fish salad roll— 


potato chips 


. Creamed tuna—asparagcus 
. Low fat tuna—acorn 


squash 


. Baked potatoes 


. Asparagus and beet saind 
. Ressian dressing 

. Presh fruit cup 

. Canned fruit cup 

. Vanilla blane mange with 


cherry juice 


. Fresh fruit cup 
. Apricot juice 
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Have Coke 


continuous quality 
is quality you trust 


DRINK 


US Pat OFF 


BOTTLES 


DISPENSERS, INC. 
Dept. H-155, 2720 Lyndale Ave., So. 
Minneapolis 8, Minnesota 


JANUARY 1955, VOL. 29 


LET'S LOOK AT 


NORRIS pisPENsers 


from a DOLLARS and SENSE angle! 


In the first place . . . buying milk in 5 gallon containers rather than in 
14 pint containers means you can save dollars on your monthly milk bill 
... and that means you can earn more dollars in milk profits. 

In the second place ...serving milk from a Norris DIsPENSER is more 
convenient and sanitary ... easier ... faster. You save time and work in 
service to say nothing of savings in storage space by releasing present 
refrigeration for other foods. 

In the third place ...a Norris Dispenser is easy to own... A Norris 
pays for itself with the dollars it saves and earns. — 

Now Dogsn’t THAT MAKE SENSE? 


LOOK TO NORRIS FOR A COMPLETE LINE OF QUALITY DISPENSERS ALL IN GLEAM- 
ING STAINLESS STEEL... WITH AN EXTRA BUILT-IN POWER PLUG . . . UNDERWRITER 
APPROVED 


MODEL N-5S-SS MODEL N-10-SS MODEL N-15-SS 


Show me how a Norris Dispenser can help me save more . . . profit more! 


119 


lu « 


\ 
f DRINK | 
| 
; 
Refreshed 
j 
¢ 
H-155 
i 


1. Grapefruit juice 

2. Grapefruit juice 

3. Crisp rice cereal or oatmen! 
4. Poached egg 

5. Grilled sausages 

6. Teast 


Consomme 

Whole wheat wafers 

Brotied ham slice with 
honey cider sauce 

Broiled lamb pattie 

Sealloped potatoes 

Parsiey lattice potatoes 

Mashed rutabagas 

Squash Souffle 

Walderf salad 

Cream mayonnaise 

Graham cracker pineapple 
pudding 
mon snow pudding 
with custard sauce 

19. Lemon snow pudding 

20. Unsweetened canned Royal 

Anne cherries 
21. Lemonade 


22. Old-fashioned potato soup 
23. Saultines 
24. Meat leaf with Spanish 


25 Seok cud 
. Beef cubes with noodl 
Beef cubes 


28. Beets 

29. Raw spinach, lettuce and 
radish salad 

30. Vimnegar-oll dressing 

21. Apricot cobbler 

42. Canned peeled apricots 

33. Raspberry rennet-custard 

34. Fresh pineapple 

35. Orange juice 

36. Bread 


l. Sifeed banana 

2. Blended citrus juice 

3. Brown granular wheat 
cereal or wheat fakes 

4. Serambled exe 

5. Crisp bacon 

6. Tenst 


9. Reast turkey and dressi 

10. Roast shicken 

ll. Mashed potatoes 

12. Riced potatoes 

13. Fresh asparagus 

14. Fresh asparagus 

15. Jelifed ginger ale fruit 
anind 

16. entad dressing 

17. Checolate cream 

18. Chocolate ice cream 

19. Cranberry ice (no cream) 

20. Unsweetened canned 
peaches 

21. Orange juice 


22. Southern bisque 
23. Crisp crackers 
24. Open-faced lettuce, tomato 


and bacon sandwich 
. Souffle with cheese sauce 


. Broiled veal steak— 


spinach—-tomato salad 
. Baked potato 
. Spinach 


. Celery heart« 
30 


. Pear, apricet and cherry 
com pote—macaroons 


82. Royal Anne cherries 

33. Vanilla ice cream 

44. Unsweetened canned pears 
Fruitade 


February 21 


1. Orange juice 
2. Orange juice 
3. Bran Gakes or hominy 
4. Seft cooked 
5. Broiled ham 
6. Teast 
Beef beulllon 
Crisp crackers 
Spanish perk chops 
. Broiled lamb chop 
Parsiey buttered potatoes 
New potatoes 
Green peas 
Green peas 
Mixed green salad 
Chiffonade dressing 
. Apple crisp with nutmeg 
cream 
. Pineapple whip 
. Pineapple whip 


PPPs 


Unsweetened canned fruit 
cockta 
. Blended citrus juice 


. Minestrone soup 
. Saltines 
. Individual veal pot pic 


with vegetables 


. Eggs goldenrod 
. Cold roast veal 
. Parsley cubed potatoes 


Baked Hubbard squash 


‘ Lettuce wedge with 


eucumber and pimiento 


. French dressing 
. Prwit 
. Canne 
. Baked custard 
. Fresh strawberries 
. Grapefruit juice 

. Bread 


latin 
fruit gelatin 


. Grapefruit half with 


eherry garnish 


. Grapefruit juice 


Rolled wheat or crisp rice 
cereal 


. Serambled 


Crisp bacon 
Cinnamon toast 


Spiced cranberry juice 


Saltines 

Reast rib of beef 
Roast rib of beef 
Whipped potatoes 


. Whipped potatoes 


Gourmet caulifiower 

Wax beans 

Tomate aspic salad with 
celery avocado and sliced 
ripe olives 


. Mayonnaise 


Cherry tart 


. Floating island 
. Grape 

. Fresh pin 
. Consomme 


nge 
eapple chunks 


. Cream of tomato soup 

3. Crisp crackers 

. Chicken noodle casserole 
. Chicken noodle casserole 
. Hot sliced chicken 

. Baked potato 

. Julienne green beans 

. Siieed orange and endive 


. French dressing 
. Angel feod cake— 


atrawberry ice cream 


. Canned fruit cup 
. Floating island 

. Unsweetened canned plum 
. Grape juice ade 


read 


February 23 


. Orange juice 


Orange juice 

Corn flakes or oatmen! 
Poached 

Crisp bacon 

Toast 


Cream of pea soup 
Croutons 


. Bretled mackerel with 


lemon butter 


. Brotled mackerel with 


lemon butter 
Potatoes au gratin 
Cubed potatoes 
Spinach souffie 
Spinach souffle 
Lettuce salad 
Savory dressing 
Pineapple upside-down 

cake 
Chocolate pudding 
Lime gelatin 


. Half grapefruit 
. Blended citrus juice 


22. 
23. 
24. 


25. 


. Broiled beef patties 

. Riced potatoes 

. Siieed beets 

. Grapefruit and sliced 


Needle soup 

Saltines 

Asparages on toast with 
cheese sauce 

Cheese souffie with 
asparagus tips 


strawberry salad 


. French dressing 
Riee cream—tutti-frutti 


sauce 
. Rice and tinted pear 


compote 


. Chocolate pudding 
. Uneweetened canned Royal 


Anne cherries 


. Apricot juice 


na 
Blended citrus juice 
. Parina or wheat 


barley kernels 


. Seft cooked exe 


Crisp bacon 


. Coffee cake 


. Consomme 
. Teast st 


iecks 
Sautéed liver with onions 


. Broiled liver 
. Whipped potatoes 
. Whipped potatoes 


Brussels sprouts 


. Whole carrots 

. Apple raisin and nut salad 
. Mayonnaise 

. Strawberry 


su 
Vanilla ice cream 


. Fruit ice 
. Fresh strawberries 
21. Grapefruit juice 


. Cream of mushroom soup 
. Crisp crackers 
. Macaroni and cheese with 


julienne ham 
Macaroni and cheese 


Broiled lamb cutlet 
. Potato balls (omit on Soft 


Diet) 


. French style green beans 
. Quartered tomate and 


parsiey salad 


. Thousand Island dressing 
. Checolate eciairs 

. Canned peaches 

. Vanilla ice cream 

. Unsweetened canned 


peaches 


. Orange juice 
. Whele wheat rolls 


February 25 
. Grapefruit 


juice 

Grapefruit juice 

Puffed rice or brown 
granulated wheat cereal 

Scrambled egg (omit on 
Normal Diet) 

Crisp bacon 

Griddle cakes—syrup 


. Cream of vegetable soup 
. Saltines 
. Salmon loaf with parsicy 


eream sauce 


. Broiled salmon steak 


Potato croquettes 


. Parsley potatoes 


Fresh asparagus 

Fresh asparagus 

Tossed lettuce, celery and 
orange salad 

French dressing 


. Cheeolate ecnke with 


peppermint frosting 


. Baked custard with 


apricot puree 


19. Apricot sponge 
. Unsweetened canned 


apricots 


. Orange juice 


. Clam chowder 


23. Oyster crackers 
24. Esealtioped oysters 
25. Omelet 

26. Low fat tuna 

27. Baked potato 

Green peas 

79. Celery hearts 


21. Canned prune plums« 
2° Roval Anne cherries 


. Baked custard 
. Unsweetened canned fruit 


cocktall 


. Pineapple juice 
. Dinner rolls 
February 26 


. Orange slices 
. Orange juice 


Relled wheat or corn flakes 
Soft cooked exe 


. Crisp bacon 


Toast 


. Beef broth 


Crisp crackers 

Baked weal roll 

Roast lee of veal 
Buttered noodles 
Noodles 

Swiss chard or breccoli 
Mashed squash 

Apricot au natural salad 
Cream mayonnaise 
Banana cream pie 
Banana cream pudding 
Lemon gelatin 


. Fresh pineapple 
. Grapefruit juice 


Hamburg rice and tomate 
easserole 
Broiled beef patties 


. Broiled beef patties 

. Parsley potato balls 

. Julienne carrots 

. Head lettuce salad 

. Ressian dressing 

. Fresh fruit cup 

. Canned fruit cocktail 

. Raspberry rennet-custard 
. Unsweetened canned 


boysenberries 


. Blended citrus juice 
. Het rolls 


Tomato juice 

Tomato juice 
Shredded wheat or farina 
Poached egg 


. Grilled sausages 


Sweet rolls 


Juice with ginger 
ale 


. Reast rib of beef 
. Roast rib of beef 
. Mashed potatoes 


Riced potatoes 
Green peas 


. Green peas 
. Spiced prunes on cress 


with chopped pistachio 
nuts 


Raspberry royal ice cream. 


. Cranberry ice 


Lime ice 


. Fresh strawberries 
. Beef bouillon 


. Cream of chicken soup 
. Melba toast 
. Asparagus on toast with 


deviled ham sauce 


. Asparagus on toast with 


cheese sauce 


. Baked veal chop— 


asparagus 


. Baked potato 


: Tossed tomato, lettuce and 


celery salad 


. Herb French dressing 
. Angel pie 
. Canned peeled apricots— 


angel foo 


. Maple custard 
. Unsweetened canned’ Royal 


Anne cherries 


. Fruitade 


read 


Blended citrus juice 
Blended citrus juice 
Oatmeal or puffed wheat 
Serambled egg 

Crisp bacon 

Toast 


. English broth 


te 


bo te be 


Saltines 

Roast leg of lamb 

Roast lamb ” 

Quartered potatoes in 
cream 

Steamed potatoes 

Stewed tomatoes 


. Spinach souffle 


Poppy-seed coleslaw on 
half slice pineapple 


. Apricet cobbler with 


whipped cream 


. Grape sponge 


Grape sponge 


. Unsweetened canned 


apricots 


. Orange juice 
. Alphabet soup 
. Crisp crackers 
. Chew mein on rice— 
25. 


. Cold sliced chicken— 


Chinese noodles 
Chicken and noodle 
casserole—carrots 


carrots 


. Boiled rice 


Apple and grapefruit salad 
. French dressing 
. Fresh coconut lemon layer 


enke 


. Sliced peaches 
. Strawberry rennet custard 
. Unsweetened canned 


peaches 


. Apricot nectar 
Hard rolls 
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COFFEE DISCOVERY 
Packed for Quantity Brewing! 


URN SIZE 
pack 


_GLASS-MAKER 
| SIZE 


HOTEL A RESTAURANT PACK 

A Product of General Foods - 

Not a powder! Not a grind! But millions of | ; 
tiny ‘“FLAVOR BUDS” of real coffee...ready to burst 2 
instantly into that famous flavor! 7 
Only this entirely new kind of coffee gives you @ Uniform cup quality—ends “in-and-out” batches! P 
all these advantages: _ @ No more “staling” problems—saves storage space! - 

@ 10% greater yield per pound-equivalent pack! e No more coffee grounds—makes cleaning a cinch! 7 
@ Cuts brewing time and labor costs 75%! —s _@ No more urn bags, upper bowls, rings or filters! 7 
Any worker, trained or not, can brew it perfectly! Can be brewed in small batches anywhere, anytime! 


See your Maxwell House Man today, or write: Maxwell House Div., HAR Dept., Hoboken, N. J. : 
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ONG-ACTING sedative drugs, such 
as phenobarbital, are usually 
prescribed to be taken three or 
four times daily in the belief that 
the duration of action will permit 
a more or less continuous effect 
throughout the day. It is, however, 
common experience that it is dif- 
ficult to regulate the degree of 
sedation, and that the customary 
sedative doses of phenobarbital 
may produce no appreciable effect 
in some patients and drowsiness or 
sleep in others. When these effects 
are observed, one is led to conjec- 
ture whether or not the dosage 
schedules were faithfully followed. 
In private practice, it is not 
difficult, as a rule, to ascertain 
whether the patient is taking the 
drug as prescribed. In institutional 
practice, however, the cooperation 
of the patient is usually only half- 
hearted and it takes much time, 
patience and ingenuity to deter- 
mine whether patients are faith- 
fully taking their medication. The 
time consumed in distributing the 
drug and in ensuring its proper 
consumption places a severe bur- 
den on the hospital personnel and 
constitutes a serious administra- 
tive problem, particularly in areas 
of help shortages. 

We have given this problem 
very serious attention at the Beth 
Abraham Home. Until recently, it 
had been our practice to give 
phenobarbital tablets to patients 
with instructions that they take 
the drug at prescribed intervals 
during the day. Since it was evi- 
dent that many patients were fail- 
ing to take the drug or were tak- 
ing it at irregular intervals, the 
nursing staff was asked to super- 
vise the ingestion of the tablets. 

The strain on our nursing time 
became quickly apparent. In an 
endeavor to solve the problem, 
we decided to evaluate the prac- 


Dr. Messeloff is chief of the 
at the 318-bed Beth Abraham 
Chronically Ul, New York 


SUSTAINED RELEASE— 


new plan for capsule sedation 


CHARLES R. MESSELOFF, M.D. 


ticability as well as the thera- 
peutic effectiveness of sustained 
release capsules of phenobarbital. 
The sustained release effect of 
these capsules is accomplished in 
the following manner: 

These capsules contain over one- 
hundred small pellets of pheno- 
barbital. A few of the pellets are 
uncoated and thus release pheno- 


barbital immediately; the rest of. 


the pellets are coated with vary- 
ing thickness of a digestible ma- 
terial which, as it dissolves, per- 
mits gradual release of the drug. 
This release is gauged to sustain 
a continuous sedative level over a 
10- to 12-hour period. Theoreti- 
cally, then, a single daily dose of 
the capsule should provide con- 


tinuous, uninterrupted medication 


throughout the day. 


MATERIAL AND METHOD 


Twenty patients resident in the 
Beth Abraham Home, who had 
been receiving daily, divided doses 
of phenobarbital, were chosen for 
this study. Their ages ranged from 
50 to 70 years, and they fell into 
three diagnostic categories: car- 
diovascular, renal and neurologi- 
cal. Eight had been receiving one- 
quarter grain of phenobarbital 
twice a day; 10 had taken this 
dose three times a day; the other 
two had been taking one-half 
grain twice daily. A special form, 
made up to record data pertaining 
to administration of the drug, 
listed the date, the hour and the 
observations of the nurses and 


resident physicians. Once daily— 


in the morning—each patient re- 
ceived a sustained release capsule 
containing one grain of phenobar- 
bital. The nurse stood by to make 
sure the capsule was swallowed. 


RESULTS OF THE STUDY 


The results were eminently 
satisfactory from the standpoint of 
both nursing and medical staffs. 
Only one of the 20 patients com- 
plained of increased drowsiness 
and of a “hangover’’ in the morn- 
ing, and even this effect was ob- 
served only during the first week 
of the newer medication. In the 
remaining 19 patients, neither the 


medical staff nor the nursing staff 


was able to discern any difference 
in effect upon the patients between 
the intermittently administered 
standard tablets of phenobarbital 
and the single daily dose of the 
sustained release capsules. The 
patients themselves were unable 
to detect any difference even 
though they had been informed of 
the new form of medication and 
had been requested to report any 
untoward reaction or effect. 

The nursing staff was very en- 
thusiastic about the new prepara- 
tion. Its advantages were obvious: 


the divided dose schedule required 


the nurses to make 50 visits— 
during different times of the day— 
in order to provide these 20 pa- 
tients with the necessary amount 
of medication. Giving a single 
daily dose in the morning reduced 
the number of visits to 20; made 
roughly at the same time. We saved 


much time and effort by no 
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Photomicrograph shows the 
smooth surface of D & G SUR- 
GICAL GUT, with practical- 
ly no fraying or roughness. 
Reason: Carefully controlled 
slitting of plies plus uniform 
twisting provides a smooth, 
well-bonded strand. No need 
to grind it to size. Gentle pol- 
ishing gave the matte finish. 
Result: the full natural strength 
of each gut ribbon (ply) is 
preserved; the strand is not 
frayed by grinding. 


> 


Photomicrograph reveals 
rough, frayed surface of an- 
other leading brand of gut. 
This has been ground to size. 
Gut processed in this way ap- 
pears very uniform in diameter 
to the naked eye. But the pho- 
tomicroscope reveals serious 
imperfections which may 
cause fraying and loss of 
strength when the knot is tied. 


| 
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Photomicrography shows 
= eG gut 
is more flexible 


wre 


m, even cohesion of plies is 
apparent in this photomicrograph of 
a D & G SURGICAL GUT suture. 
Reason: plies were twisted into a strand 
before suture was chromicized. Natural 
cohesive forces of moist untreated ' 
collagen firmly bond the plies together a 
and hold the twist. a 
Result: under stress, plies of the suture 

hold together. The D & G gut is more 
flexible and knot strength is greater. 


ee 


distinct plies in a strand of another leading 
brand of surgical gut. Here each ply was 
chromicized before they were twisted into 
suture strands. Such “ribbon chromicizing” 
hardens the surface of each ply, decreasing 
the natural bonding action, lowering the sessile 
flexibility and tensile strength of the suture. 


Photomicrographs (unretouched) by E. J. Thomas, Stamford Laboratory of 
the Research Division of the American Cyanamid Company, Stamford, Conn. 


Method used: dark field, reflected iliumination, focus on 
crest of surface, 38 x. Material used: medium chromic gut, size 00. 


@ see exhibit on previous page 
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SUTURES AND OTHER (oy SURGICAL SPECIALTIES 


DAVIS & GECK 


or AMER(CAN Lyanamid COMPANY 
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longer having to arrange the medi- 
cation on trays, bring the trays to 
the patients’ bedsides, distribute 
the tablets and supervise their 
intake. 
Our results indicate that incor- 
poration of phenobarbital into a 
sustained release capsule does not 
cause any discernible change in 
the action of the drug. Excessive 
sedation was noted in only one 
patient for a short period of time. 
In the rest, continuous sedation 
was apparently achieved. More- 
over, from a therapeutic point of 
view, the single daily dose insured 


that the patients were receiving 


the proper amount of the drug. 
There was no longer a question of 


“faithlessness” on their part in - 


taking the medication. 


SUMMARY AND CONCLUSIONS 


The efficiency of a single daily 
dose of phenobarbital given in a 
specially-prepared capsule form 
was studied. The phenobarbital is 
contained in scores of small pellets, 


which disintegrate in the gastro- 
intestinal tract at various times. 
This permits gradual release of 
the drug over a period of approxi- 
mately 10-12 hours. 

Twenty patients resident in an 


_ institution for chronic illnesses 
were given sustained release 


capsules of phenobarbital. Only 
one complained of a “hangover” 
for a few days. The remaining 


- patients experienced no untoward 


reactions and appeared as well 
sedated with the single daily dose 
as with previous multiple doses 
of phenobarbital. 

The marked decrease in both 
the number of visits needed to dis- 
tribute the medication and the 
amount of effort needed to pre- 
pare it for distribution saved 
valuable time for the institution’s 
personnel. 

The new type of preparation ap- 
pears to be satisfactory from the 
therapeutic point of view as well 
as from the practical time-saving 
standpoint. 


NOTES AND 


COMMENT 


Written consent preferable 


Ordinarily an operation or an 
autopsy must be performed strictly 


within the limits of the authority 


that has been given. Authority 
may be given, however, for. the 
operating physician to use his own 
judgment, and this usually should 
be demanded by: the physician. 
Consent by word of mouth to an 
operation or an autopsy is prob- 
ably the most common form of 
consent .. . Oral consent is, how- 
ever, open to misunderstanding 
and may be difficult of proof. 
Whenever it is to be relied on, 
consent should be given in un- 


_ equivocal terms, in the presence of 


one or more disinterested wit- 


nesses. Written consent to an 


operation or to an autopsy is by 
far the safest, for it permits a clear 
record of the nature and extent of 
the operation or autopsy that is 
authorized. If the patient is a mi- 
nor, authority for an operation 
must come from his parent or 
guardian. — Board of Trustees, 
The Medical Society of the State 
of Pennsylvania. 
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Whole blood transfusions 
run risk of hepatitis 


Fortunately, the incidence of 
hepatitis following whole blood 
transfusions is less than one per 
cent. Even this low rate is too 
high unless the condition for which 
the transfusion is administered is 
such that the risk of late damage 
appears insignificant as compared 
with the immediate benefits ex- 
pected to be derived from its use. 


The administration of pooled 
plasma has been reduced sharply 
because of the high incidence of 
serum hepatitis. On the other 
hand, the amount of whole blood 
being administered continues to 
increase and cases are reported in 
which the administration of a 
single transfusion of whole blood 
during, or immediately following, 
a surgical procedure, or given as 
an initial booster in the treatment 
of primary or secondary anemia, 
has been followed in_ several 
months by serum hepatitis, a pro- 
longed and often devastating if not 
fatal disease. 

The Health Department recently 


released figures showing that 


there has been a steady increase in 
the number of cases of infectious 
(epidemic) hepatitis. We know 
how this disease may spread and 
its occurrence may be anticipated, 
in which case protection can be 
given by the use of gamma globu- 
lin. Contamination with serum 
hepatitis may be anticipated, but 
there is no known agent which 
when given will afford protection. 
Healthy carriers, rather than in- 
cubation virus carriers or carriers 
known to have had virus hepatitis, 
play the most important part in the 
contamination. Blood banks screen 
their donors and do not accept 
those who give a history of having 
had jaundice. Any blood given may 
result in contamination since many 
cases of hepatitis are subclinical. 
At the present time, there is no 
known method of positive identifi- 
cation of the carrier state. 

Studies and research are being 
conducted to find a safe means of 
sterilizing hepatitis-contaminated 
blood and plasma, and to find a 
means of testing for the detection 
of carriers. Substitutes for blood, 
so-called plasma expanders, are 
being used with success in emerg- 
encies. Other therapeutic meas- 
ures, while slower, may be safer 
in restoring blood without danger 
of producing serum hepatitis. 

Serum hepatitis is of serious mo- 
ment among patients who are 
treated with blood and plasma 
transfusions. The conclusion for 
the practitioner is that they 
should be given not just because 
the procedure is an accepted one, 
but rather because the risk in- 
volved is insignificant as compared 
with their use as a life-saving 
measure. This much the doetor 
owes to his patient.—Westchester 
(N.Y.) Medical Bulletin. 
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WATER TREATMENT — 


key problem in your steam plant —| 


J. K. RICE 


T HE TWO MOST important 
problems of maintenance of 
hospital steam systems are 
prevention of deposits in 
the boilers and prevention 
of corrosion in boiler feed 
lines, boilers and conden- 
sate return lines. Somewhat 
less-frequently encountered 
are problems of oil contam- 
ination of steam, steam con- 
densate and boilers, and 
problems relating to the 
foaming of the hospital’s 
steam boilers. 

One of the best keys to 
understanding the causes of 
boiler deposits is complete 
understanding and accept- 
ance of the fact that what 
goes into the boiler must go 
out in the blowdown, go out 
in the steam or stay in the 
boilers as deposit. This fact 
is self-evident to most, but 
it is surprising that its con- 
verse seems so completely 


This month, HOSPITALS intro- 
duces the first installment of a de- 
tailed article on problems of 


water treatment in the hospital . 


plant. The author, J. K. Rice, is an 
expert in the field and author of 
numerous articles on corrosion 
and water treatment. | 
Key problem in maintenance of 
the steam system, as Mr. Rice 
points out, is prevention of de- 
posits in the boilers and preven- 
tion of corrosion throughout the 
system. This month, the author 
considers the effects of dissolved 
impurities, pitting and “stray 
currents,” as well as the need for 
maintaining alkalinity, phosphate 
and sulfite in the boiler water. In 
February, he will discuss air con- 
ditioning and condensate handling 
equipment and the various neu- 
tralizing chemicals available to 
help the engineer. | 


over their entire run an 


average water of less than 


1.0 ppm hardness, as meas- 
ured by the Schwarzenbach 
hardness titration test. 
Tests for hardness on the 
effluent of zeolite softeners 
are obviously required if 
the softeners are to be taken 
out of service and regen- 
erated before the hardness 
in the effluent exceeds some 
predetermined value. 
Water meters on soften- 
ers, with control alarms, 
are excellent when used to 
indicate that the softener is 
some several hours from 
normal end of run. Hard- 
ness tests at that time and 
several times more over the 
remaining hours of -service 
can show precisely when to 
regenerate without losing 
unused capacity or without 
allowing the hardness to 


unfamiliar. When deposits 
are found in a boiler and 
they contain, for example, 
calcium and magnesium as shown 
by analysis, then the calcium and 
magnesium had to enter the boiler. 
This is irrespective of what opin- 
ions or tests may show as to the 
propef operation of softeners or as 
to the impossibility of raw water 
leakage into condensate or feed- 
water. 


CONSTANT SURVEILLANCE 


With proper operation of ade- 
quate zeolite softeners, and com- 
plete absence of raw water entry 
into the condensate or feedwater, 
there should be no deposits con- 
taining calcium and magnesium in 
the boilers. This condition is not 


pany, Pittsburgh, Pa. 
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impossible or even impractical of 
attainment. There are hundreds of 
installations operating on 100% 
zeolite softened make-up where 
year after year the only internal 


boiler maintenance necessary is 


hosing off a small amount of cal- 
cium phosphate sludge adhering 
to the feed-water tray in the boiler 
drum. The author knows person- 
ally of several such installations 
where no internal tube cleaning 
has been required in 17 years of 
continuous operation. 

Such a situation has resulted 
from no fancy sludge dispersants, 
gadgets or attentions of highly- 
trained chemists. It requires, pri- 
marily, constant surveillance to 
prevent hardness entry. Zeolite 
softeners are capable of producing 


rise over a 2.0 ppm limit. 
Tests for salt in the efflu- 
ent from the sodium zeolite 
softeners after regeneration show 
whether the unit is sufficiently 


rinsed. The unit should be rinsed ~ 


to waste until the salt in the rinse 
water is not more than 30-40 ppm 
greater than the salt in the raw 
water. It is very advisable to main- 
tain an operating log on a softener 
recording the water meter readings 
at the end of each run and at the 
beginning of each run, along with 
the total hardness of the raw water 
during the run and the pounds of 


salt used for each regeneration. 


Periodic review of this operating 
log will show whether the softener 
continues to operate efficiently. 


"DAILY CONDENSATE TESTS 


Since most institutional steam 
systems return as condensate a 
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large part of the steam generated, 
daily tests for hardness on this 
condensate are advisable, par- 
ticularly if the return system is 
gravity or vacuum. . 

The most usual sources of hard 
water entry in the condensate re- 
turn system are tubular hot wa- 
ter heaters and condensate pumps 
that either are using, or are con- 
nected to use, raw water for 
quench water. The use of raw wa- 
ter for quench water can comple- 
tely negate the best zeolite soft- 
ener control. 


in a system with 70% condensate 
returns, for example, produces 7 
ppm hardness in the feedwater or 
is the equivalent to 25 ppm hard- 
ness in the make-up water. 

To assure complete freedom 
from calcium deposits in a 
boiler requires, in addition to 
excellent softener control and the 
prevention of contamination of 
condensate, a feed of phosphate 
and the maintenance of a phos- 
phate residual in the boiler. 
Theoretically, no phosphate should 
be required if all the hardness 
were kept out; but in practice, 
there is in the best of systems an 
average of 0.1 - 0.3 ppm in the 
feedwater. In addition, times oc- 
cur in the best of systems when 
considerable hardness may get in 
before it is possible to eliminate 
the cause of entry. : 

The presence of excess phos- 
phate of 40-60 ppm in the boiler 
assures that the hardness that 
does enter is precipitated in the 


boiler as soft, relatively non-ad-. 


herent calcium phosphate and not 
as adherent hard calcium carbon- 
ate or adherent very hard calcium 
sulphate. When the amount of 
hardness does not exceed several 


tenths ppm in the feedwater, al- . 


most all of the calcium phosphate 
will be removed in the course of 
normal blowdown. When the hard- 
ness in the feedwater is 1.0 ppm 
or greater, it is likely that some 
soft deposit will be found adher- 
ing to the walls of the steam drum 
and the circulating tubes. 

Greater hardness than 1.0 ppm 
in the feedwater requires additions 
of sludge-dispersing agents, such 
as tannins, lignins, sea moss, etc., 
to maintain clean surfaces. Even 
then, it becomes necessary to 
clean possibly once per year me- 
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The use of 10% 
quench water of 100 ppm hardness 


chanically to assure freedom from 
tube troubles. Tests for phos- 
phate in boiler water are very 
simple and readily performed us- 
ing inexpensive color comparators 
that are available. Regular daily 
testing for phosphate is the best 
way of assuring maximum effec- 


tiveness with minimum chemicals. 


MAINTAINING ALKALINITY 

In addition to maintaining ex- 
cess phosphate in the boiler water, 
it is necessary to maintain suffi- 
cient pH in the boiler water to 
assure that the hardness that en- 
ters reacts with the phosphate to 
form a non-adherent sludge. Too 
low a pH results in formation of 


_ sticky phosphate sludge that can 


be as bad as calcium carbonate 
in causing tube failures. 7 

Most low pressure boilers are 
not controlled by pH but by Pht. 
Alkalinity. This test is usually 


- more conveniently made since it 


requires no expensive instrument 
and is equally good for all low 
pressure boiler systems. The Pht. 
alkalinities required to maintain 
boiler water pH above 11.0 vary 
from water to water but usually 
are found to be between 150-300 


ppm. 


Testing for alkalinity in the 


boiler water is, also, best done each 
day. The additions of caustic soda 
should then be varied to raise or 
lower the alkalinity based on the 
results of the tests. 

Hardness deposits constitute the 
largest percentage of deposit 
problems. There is, however, one 
important deposit problem less- 
frequently encountered. Oil in the 
feedwater can cause deposits that 


results in very severe tube failures 


in the boiler. 

Oil contamination of the feed- 
water is usually possible in insti- 
tutions only where reciprocating 
steam-driven prime movers are 
employed. Oily matter of more 
than 0.5 ppm in the feedwater, as 
determined by an ether extract- 
able test, can cause oil deposits a 
few hundredths of an inch thick 
to form on the surfaces of steam 
generating tubes and cause tube 
blistering. 

It is important to note that 
where many boilers in the past 
operated without difficulty from 
oil with as high as several ppm in 


. the feedwater, they did so because 


there was also ten or more ppm 
hardness in the feedwater. In the 
boiler, the precipitated hardness 
acted as an absorbent for the oil, 
carrying most of it out the blow- 
down and preventing it from ad- 
hering and carbonizing on the 
walls of the generating tubes. Re- 
moval of the hardness in such in- 


_ stances without removal of the oil 


would cause trouble. 


OXYGEN CORROSION 


Corrosion of pre-boiler equip- 
ment (feedwater heater, feed 
lines, pumps, storage tanks, etc.) 
and corrosion of boilers is a close- 
ly-related and continuing prob- 
lem, 

In the many hospitals and in- 
stitutions in which the writer's 
firm is employed, the greatest 
single source of trouble leading to 
corrosion is improper operation of 
the deaerating heater. Apparently 
a great many operators feel that 
once a deaerating heater is in- 
stalled, there the problem ends. 
Unfortunately, even if the tem- 
perature of the heated feedwater 
is kept at saturation for the pres- 
sure in the heater, there can still 
be very poor deaeration. 

It is true that the solubility of 
oxygen in water approaches zero 
at the boiling point. It is neces- 
sary, however, to remove the oxy- 
gen from the water. This is done 
by breaking the water into very 
fine drops either by sprays or. 
over trays and contacting it with 
an atmosphere of steam very low 
in oxygen. The small size of the 
drops in the contact time allowed 
lets the oxygen in the water 
escape to the steam. If this steam, 
continuously enriched with oxy- 
gen, is not continuously removed, 
the oxygen will build up to the 
point that it will be equilibrium 
with the oxygen in the entering 
water and no oxygen removal will 
result. 

The air and other non-conden- 
sible gases are continuously re- 
moved from a deaerating heater 
by venting the heater to atmos- 
phere. This is usually done 
through a vent condenser of some 
type, which serves the purpose of 
concentrating the non-condensi- 
bles and in turn results in less 
steam wasted. If the vent is stop- 
ped up or shut off or throttled 
down, it will not allow adequate 
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deaeration to take place regardless 
of heater - pressure - temperature 
relationship. If the trays or spray 
nozzles are plugged up or broken, 
then the entering water is not 
broken up fine enough, the contact 
area and time with the steam is 
lessened, and inadequate de- 
aeration takes place. On a number 
of heater makes, if the tubular 
vent condenser is leaking it 


‘usually allows the entering water 


partially or totally to bypass the 
nozzles or trays. That water that 
bypasses is not deaerated but 
merely raised in temperature. A 
deaerating heater should be 
opened and inspected internally 
once per year, just as the boilers 
are inspected internally once per 
year. 


LEAKING VALVES 
Generally, all of the returned 


condensate as well as the make- 


up water passes through the de- 
aerating heater. Condensate that 
does not pass through the deaerat- 
ing portion of the heater is a po- 
tential source of oxygen entry in- 
to the feedwater. Leaking heater 
bypass valves and emergency raw 
water inlet valves’ constitute 
sources of both oxygen and hard- 
ness that are often overlooked. 
The oxygen content of the water 
leaving a deaerating heater ranges 
between .005 ppm and .05 ppm, 
depending on the type of heater 
employed. 

Whenever the load is rapidly in- 
creased, it is usual to find for a 
short interval oxygen values 
greater than these mentioned. Be- 
cause of the excess oxygen that 
can and does enter periodically, 
and further because continuous 
oxygen concentrations of .05 ppm 
can cause corrosion in the boiler, 
it is the rule to feed a reducing 
agent, sodium sulphite, maintain- 
ing an excess sulphite of 30-50 
ppm in the boiler. The test for sul- 
phite is, also, an easy one to make 
and should be made daily. 

With oxygen values up to 0.1 
ppm, it is possible to prevent any 
oxygen corrosion in the boilers by 
the feed of sulphite. As the oxygen 
concentration is increased over 0.1 
ppm it becomes increasingly dif- 
ficult to prevent corrosion even if 
a sulphite excess is maintained. 
Older installations on high inter- 
nal treatment or on external lime- 
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soda softening treatment usually 
have sufficient protective deposit 
in the feed line and on the boiler 
surfaces to prevent corrosion at 
oxygen concentrations up to 0.1 
ppm without sulphite and up to 
0.5 ppm with sulphite. | 


PROGRESSIVE PITTING 


One of the penalties of oxygen 
corrosion is that, once started in 


_ the boiler, the pits that are formed 


become focal points for further 
corrosion each time excessive oxy- 
gen is allowed to enter the boiler. 
Once this condition has occurred, 
thorough cleaning of the boiler, 
with removal of the oxides from 
the pits, is the best means of re- 
storing the surface to a normal 
condition. 

Since it requires 8 lb. of com- 
mercial anhydrous sodium sulphite 
to react with 1 lb. of oxygen, and 
since the amount of unreacted 
sulphite going out the blowdown 
can be calculated, it is easily seen 
that there is an additional benefit 
of maintaining a constant residual 
of sulphite in the boiler. The feed 
rate (lbs. of sulphite per million 
lb. of feedwater) necessary to 
maintain the residual is a positive 
check on deaerator performance 
that takes into account not only 
normal conditions but also those 
conditions existing during start- 


ups, sudden load changes and the 


like. . 

Prevention of oxygen corrosion 
of feed lines and the boilers is only 
one of the purposes of reducing 
the oxygen entry and of feeding 
sulphite to react with the re- 
mainder that does enter. Oxygen 
that enters a boiler without sul- 
phite or enters in quantities 
greater than the rate at which the 
sulphite can react is only partially 
consumed in corrosion reactions 
within the boiler; the greatest por- 
tion passes out of the boiler with 
the steam. The oxygen in the 
steam is re-dissolved as the steam 
is condensed and is a very great 
accelerator of corrosion in the 
condensing and condensate han- 
dling equipment, which we shall 
consider next month. . 


“STRAY CURRENTS" 


Another type of corrosion that 
is sometimes encountered in feed 
water lines, pumps and the boiler 
is caused by “stray currents.” 


Wherever D.C. power is generated 
or used, it becomes possible 
through leaking insulations, poor 
ground connections, etc., to cause 
D.C. currents of considerable mag- 


nitude to flow through piping and 


equipment. The course that such 
currents take is unpredictable. The 
results of such stray currents can 
be extremely damaging, causing 
feed line, feed pump or boiler tube 
failures. 

The best method of determining 
whether such a cause exists is to 


take voltage readings between 


each separate piece of equipment 
or line and an outside ground. 
Difference in millivoltage readings 
between different pieces of equip- 
ment of 20 millivolts and up indi- 
cates increasing possibility of 
stray current corrosion. Millivol- 
tage readings of over 100 are a 
certain indication that such cor- 
rosion can occur. 

The only solution to stray cur- 
rent corrosion is to bond the 
various portions of the system 
electrically to ground and to each. 
other, employing the proper-sized 
copper bus bars or equivalent 
heavy-braided copper grounding . 
wire. Such bonding should be 
continued until millivoltage differ- 
ences around the system are less 


Notes and Comment 
Leaking faucets | 


Did you realize that a slow drip 
from a leaking faucet can waste 
as much as 450 gallons of water 


- month? 


If the trickle is only % of an 
inch in diameter, the figure soars 
to 456,800 gallons of water a 
month. A survey in New York City 
by the Plumbing and Heating In- 
dustries Bureau revealed that 200 
million gallons of water a day 
were being wasted by leaking 
faucets and valves, most of them 
connected to obsolete. plumbing 
fixtures. 

This waste of water not only 
means a higher water bill, but also 
means that valuable fuel in being 
wasted in heating the water if the 
leakage occurs at a hot water 
faucet, which is usually the case. 
—Buildings, Aug. 1954, Vol. 54, 
No. 8, p. 45. 
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MATERIALS-HANDLING NEWS 


* Panel Discussions by Bassick, World’s Largest Manufacturer of Casters and Floor Protection Equipment * 


From “Southern 


“Southern Cross,” on dollies with casters, 
from Australian pilot Kingsford-Smith (right). 


gets once-over . 


Flying the big ocean 


In early June, 1928, the 3-engine 
_ “Southern Cross”, piloted by Kings- 
ford-Smith, made the world’s first 
trans-Pacific flight from San Francisco 
to Brisbane, Australia. 

Proven conventional Bassick casters 
were selected for pre-flight handling of 
the “Southern Cross”. Today Bassick 
casters are specifically designed to 
meet exacting requirements for safe 
efficient handling of modern aircraft. 


80,000 Ibs. is no strain for these 4 Bassick 
casters. 
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Bassick takes over the 


Cross” to B-36-- 


Another Convair-built 6-engine B-36 takes 


off. 


25 years later 

Convair of Fort Worth, Texas, 
chose Bassick to produce the highly 
specialized dual 18” wheel “Floating- 
Hub” shock-absorbing caster for their 
B-36 handling dollies. These 675- 
pound giants have an operational load 
rating of 20,000 pounds each yet per- 
mit easy, precise handling of these 
huge Air Force bombers in produc- 
tion. Bassick’s “Floating-Hub” shock 
absorbing casters help preclude air- 
frame damage during assembly by 
eliminating winding stress, shock and 
vibration due to dolly handling — 
write for catalog 


FH-53. 


Fretting corrosion? 


“Fretting corrosion”, killer of modern 
jet engines, is another problem licked by 
Bassick’s patented ‘‘Floating-Hub” 
casters —the only caster designed to 
absorb both horizontal and vertical 
shocks. 

When wheels equipped with “Float- 
ing-Hub” roll over obstacles or rough 
surfaces, their deflection is controlled 
and their recovery immediate — prevent- 
ing damaging shock forces, vibration 
and winding stress from being transmit- 
ted to the vehicle or precious cargo. 
Vibration frequencies are interrupted 
and immediately damped out by the 
inherent snubbing action, precluding 
resonance and “fretting corrosion”. Ask 
for catalog FH-53. 


New caster feature 


Grease dripping from bearings : 


exposes them to premature wear — 
increasing maintenance and repair cost. 
It’s also an accident hazard and harms 
floor surfaces and rubber tires. Cure: 
Bassick grease retainer cup now stand- 
ard on all Bassick Series 99 casters. __ 

Get all the facts on the most complete 
line of shock-absorbing and conventional 
casters from your Bassick industrial dis- 
tributor. He’s got the stock and the know- 
how to give you fast efficient service on 
all your requirements. 


‘Tue Bassicx 
COMPANY 
Bridgeport 2, Conn. 
In Canada: 
Belleville, Ont. 
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REPORT OF A STUDY ON EDUCATION FOR HOSPITAL ADMINISTRATION 


UNIVERSITY EDUCATION FOR ADMINIs- 
TRATION IN HospiTaLs. A Report of 
the Commission on University 
Education in Hospital Administra- 
tion, Washington, D. C. American 
co on Education, 1954. 199 p. 


This important report, financed 
by a grant from W. K. Kellogg 
Foundation, is the result of 18 
months of study, by a nine-man 
commission and a staff of three, of 
the problems that have grown up 
in the field of university prepara- 
tion for hospital administration 
since World War Il. The report 
has been well-documented by 
questionnaires, visits to universi- 
ties and hospitals, more than 200 
interviews, and five long meetings 
of the Commission. 

The purpose of the report was 
to convince university administra- 
tors of the growing importance of 
the field of hospital administration 
as an area of graduate instruction. 
The argument was cogent enough 
to make a convert of the present 
reviewer. Although the 13 present 
graduate schools are turning out 
an average of only 200 a year into 
this field, the evidence indicated 
that this number would increase 
considerably during the years 
ahead. Also, the estimated budget 
for the operation of such a gradu- 
ate school was not so high as to 
frighten away the universities giv- 
ing consideration to the problem. 


There was an impressive array | 


of argument in favor of a cur- 
riculum that gave emphasis to 
principles rather than techniques, 
and to seminar classes concentrat- 
ing upon cases and problem-solv- 
ing rather than didactic lecturing. 


Some of the other lines of argu- . 


ment in the report were not 
equally persuasive. After describ- 
ing the backgrounds needed for an 
administrator in our hospitals and 
the type of personality desired so 
as to build up a very strong argu- 
ment for a strong liberal arts edu- 


cation, the Commission then came | 


out with a flat statement that it 
felt that the only proper prepara- 


tion for graduate study was a 
major in business administration. 

Since most of our liberal arts 
colleges do not offer such a major, 
this seems like an unnecessary 
limitation of the prospective stu- 
dents. With the possible exception 
of courses in accounting, it would 
seem to be that most of the courses 
desired could just as well be 
achieved through a major in soci- 
ology or psychology or even pub- 
lic speaking. Most of the courses 
in administrative philosophy and 
practices could be incorporated 
better into the graduate program 
itself. 

Likewise, the argument against 
accepting more mature men and 
women into the program on the 
ground that it makes the group 
heterogeneous in nature seems to 
me unwise in view of the large 
number of people whose career se- 
lection is delayed by military serv- 
ice and other upsets brought about 
by our current international situ- 
ation. 

Hospital administration would 
seem to me to be an area more 
likely than most to be selected by 
a student after some experience 


hospitals. This is undoubtedly 

e reason why most of the pres- 
ent programs are located in con- 
nection with the schools of public 
health rather than in connection 
with the graduate school of busi- 
ness. The argument in favor of 
moving these programs into the 
schools of business, however, 
seems to me to be very powerful 
indeed. As an administrator, I find 


myself in complete agreement with © 


the recommendations of the 12- 
months’ residency program and 
the desirability of fulltime teach- 
ing and research staffs. 

This new field of graduate study 
is so little known to college ad- 
visers that I recommend that a 
summary of this report be placed 
in the hands of every college voca- 
tional adviser and every head of a 
department of economics or busi- 
ness administration in the under- 
graduate colleges of the country. 
It was a study very much needed 
and one which must now be imple- 
mented where it will do the most 
good.—CARTER DAVIDSON, president 
of Union College and chancellor of 
Union University, Schenectady and 
Albany, New York. 


Longterm care and problems of the aged 


Report findings of pilot 
study on custodial care 
Survey or Nuiwety-Five 
PATIENTS IN A MUNICIPAL HOSPITAL. 
Michael M. Dasco, M.D., Joseph 
Novey and Edith L. Kristeller, 
M.D., N.Y., Institute of Physical 
Medicine and Rehabilitation, 1954. 
52p. $1 
This publication, seventh in the 
series of “Rehabilitation Mono- 
graphs” prepared by the Depart- 
ment of Physical Medicine and 
Rehabilitation of New York Uni- 
versity College of Medicine under 
the editorship of Dr. Howard A. 
Rusk, reports on a pilot study con- 
ducted at Goldwater Memorial 
Hospital. (See “The Dynamic Ap- 
proach to the Care of the Chronic”’, 
p. 63 this issue of HOSPITALS.) 


The purpose of the study was to 
investigate the needs of custodial 
patients, to determine whether 
these needs might not be met ade- 
quately by some means other than 
hospitalization. Ninety-five custo- 
dial patients were evaluated in 


- terms of medical and social assets; 


physicians, nurses, social workers 
and chaplains codperated in ap- 
praising the patient’s needs. Find- 
ings are reported in three sections, 


well-documented — medical, 


social and length of stay. Conclu- 
sions of the appraisal reveal that 
there were no justifiable reasons 
for continued hospitalization in 


' 90% of the cases. Lack of available 


resources for care outside the hos- 
pital, however, compelled these 
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... no longer time-consuming, unpleasant enemas... 


This laxative suppository 


produces diitiias in about 30 minutes 
by releasing carbon dioxide 


defecation reflex. 


which stimulates the normal \ 


PHAR MALAX 


Brand of Bicarbonote-Bitartrate mixture 


SARE... 
SIMPLE... 


TIVE, 


BANNER, E. Proc. Steff. Meet. 
Moye Clinic 28:567 (Oct. 7) 1953. 


Write for 
samples and 
literature to 


PHARMACIA 
LABORATORIES, INC. 


270 Pork Avé., New York 17, N. Y. 


* 
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Buy Oirele Hypodermic Syringes and Needles 


and SAVE 


Eisele Hypodermic Syringes 

With either matched or interchangeable barrels and plungers, Eisele 
syringes are precision built to prevent leakage and flow-back. Heat hard- 
ened five times for longer wear and less breakage. 

Luer Lock, Metal or Glass tips are the same price. 


Typical syringe prices: 
2ce matched syringe with repair exchange _.......... $11.76 per dozen 
2cc matched syringe without repair exchange — $13.07 per dozen 


10% discount on orders of three gross or more. 


Eisele Hypodermic Needles 


Hand-honed, side beveled under a magnifying glass for less tissue trauma, 
Eisele needles are individually inspected for temper, fit and sharpness. 
A full range of sizes and materials. 
Typical needle prices: 
25 gauge % inch rustless needles 

complete with tube protectors... per gross 
The Eisele policy of selling direct means better oytingse and needles at 
lower cost. 


Complete satisfaction guaranteed—Order the and needles 


you need from— 
EISELE and COMPANY 


400 Ist Ave., No., Nashville, Tennessee 
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patients to remain in the hospital 
indefinitely. 

The results of this study suggest 
the need for additional studies of 
the custodial patient load in the 
voluntary hospital system. As the 
introduction states: “Whether con- 
sidered in terms of hospital beds, 
manpower, or simple human dig- 
nity, the problem of the chronically 
ill and the disabled aged has be- 
come one of the leading challenges 
of our time.” 

Possible solutions to this press- 
ing problem are briefly noted: spe- 
cial units in general and chronic 
disease hospitals, home care, re- 
tirement homes and nursing homes. 
This report emphasizes the need 
for planning for the aged and 
chronically ill; it can serve as a 
guide to any administrator inter- 
ested in studying misuse of beds 
in his own hospital—HELEN T. 
YAST. 


The layman's approach 
to geriatric problems 
How To Ovper Preop.e. Julietta 


K. Arthur. Philadelphia, J. B. Lip- 
pincott Co., 1954. 500p. $4.95 


This is the first comprehensive 
book on the subject of old age 
written especially for laymen. Old 
age is an ever-present social prob- 
lem; until now, almost all material 
has been written for the profes- 
sional worker. 

In discussing every imaginable 
aspect of the problem, Mrs. Arthur 
shows a complete understanding of 
the subject. She offers no all-en- 


compassing solutions but presents | 


the facts in a practical and realis- 
tic fashion and suggests how cer- 
tain situations can be improved. 
There are chapters on the ad- 
vantages and disadvantages of 
nursing homes and homes for the 
aged, how to evaluate them and 
where to make inquiries; chapters 
on correct diet, good grooming and 
periodic medical examinations; in- 
formation on community centers, 
clubs, vocational classes and other 
suggestions on using leisure time 
to advantage; and a discussion of 
the expectations, demands and 


rights of both old people and the 


younger generation expected to 
care for them. A very important 
part of the book is the appendix 
containing directories of agencies 
and many other useful sources of 
information. 


The book is recommended for 


both the families of older people 


and for the aged themselves, who 
face economic, physical and psy- 
chological problems. It is an im- 
portant step towards a satisfactory 
and optimistic future for all con- 
cerned.—ELEANORE ROSPOND, As- 
sistant Librarian. 


California old-age study 
Our Neepy Acep; a California study 
of a national problem. Floyd A. 


Bond and others. New York, Holt, 
1954. 401 p. $6. 


This book contains a- discussion 
by authorities on social problems 
connected with old age and in- 
cludes the results of an inquiry 
undertaken in the state of: Cali- 
fornia on the status and care of 
aged persons. : 

Result of the inquiry show that 
the general characteristics and 
life ways of the aged are extremely 
varied, except that nearly one- 


third are on Old Age Assistance. 


Among problems discussed are 
sources of income, housing, group 
activities, needs of special groups, 
pensions, politics, pressure groups, 
and attitudes and opinions of the 
aged toward Old Age Assistance 
and filial support. 

The inquiry explores many 
questions: some of them are his- 
torical, such as how the aged fared 
in earlier times; others are con- 
nected with contemporary prob- 
lems of need and compensation. 
For comparative purposes, other 
states’ programs and legislation 
related to the problems of the aged 
are frequently mentioned.—ELIsE 


HAMILTON. 


Report on geriatrics conference 

Transactions of the Fourteenth 
Conference on Problems of Aging, 
held in September 1951 in St. 
Louis, have recently been added to 
the Library’s growing collection 
of literature on the aged. The con- 
ference was sponsored by the Jo- 
siah Macy, Jr., Foundation; the 
transactions are edited by Dr. Na- 
than W. Shock. 

Participants included investi- 
gators in physiology, gerontology, 
anatomy, nutrition, sociology, etc., 
as well as representatives of gov- 
ernment agencies and of England, 
Denmark and Switzerland. Their 
lively and uninhibited discussions 


of every aspect of aging, especially 
on medical services, make inter- 
esting reading for the hospital ad- 
ministrator faced with the prob- 
lem of beds for the aged, who may 
get some solace from the fact that 
the experts had no easy answers 
to the many crucial problems in- 
volved. “Problems of Aging” serves 
as a good example of the correla- . 
tion of viewpoints of various dis- | 


-ciplines in one broad subject area. 


—HELEN T. YAST. 


New films reviewed 


In mid-1954, the Film Review 
Board of the Blue Cross Plan for 
Hospital Care, Chicago, met with 
members of the staffs of the 
American Hospital Association 
and the Blue Cross Commission to 
screen new films and visual aids. 
Individual written evaluations 
were prepared by each reviewer; 
the reports below were extracted 
from these written reviews and 


' from discussion by the group. 


THE INSIDE STORY OF BLUE 
CROSS—tThis set of colored charts, 
diagrams and illustrations for 
presentation by Vue-Graph equip- - 
ment traces the history and de- 
velopment of Blue Cross-Blue 
Shield health protection. It is an 
excellent graphic portrayal, but 
the pictures, though fine, are not 
enough. The success of presenta- 
tion depends on the commentator, 
who should be thoroughly familiar 
with all aspects of Blue Cross. 
These slides could be used by 

all Plans in public relations and 

enrollment activities. For infor- 
mation on availability, contact 
the Blue Cross Plan for Hospital 

Care, 425 N. Michigan Ave., 


Chicago. 


OPERATION HOSPITAL—(16mm, 
black and white, sound, 28 min.) 
‘Produced in 1954 by Ward Hick 
Advertising Company under the 
direction of the New Mexico Blue 
Cross Plan. Rental or purchase, 
New Mexico Blue Cross Plan, 207 
Dartmouth Drive, N. E. Albu- 
querque. | 
Produced in codperation with 

the Albuquerque Hospital Council 

for National Hospital Week, this 
film introduces the audience to 
local hospital facilities in Al- 
buquerque. It shows the various 
departments: obstetrics, surgery, 
emergency, nursing school, auxil- 
iary, ete., in the city’s hospitals. 
Comments by administrators of 


these hospitals are included, all 
of them stressing the importance 
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DELAY TRAY 


THE NEW HOLLISTER BED SIGN quickly tells 
nurses, nurses’ aides and orderlies the information vital 
to every patient's care and treatment. Each nurse com- 
ing on duty can see at a glance what she needs to know 
about her patients. And it helps prevent dangerous 
medication mix-ups. 

Clear, concise instructions are printed in big, bold 
letters on brightly colored cards. Each card fits snugly 


_ Please send to me, by return mail, the FREE illustrated 
Brochure of Hollister Bed Signs — with prices and quantity 
discounts. | 


MOSPITAL 


ZONE STATE 


TELLS AT A GLANCE! 


into a slot that fully protects it . . . can be changed by 
the nurse in seconds. Cards won't fall or bump out, 
resist tampering by children. . 

Each Hollister Bed Sign is easily and permanently 
attached to any wood or metal bed. Made of beautiful 
and strong Plexiglas® in smart, modern design. Simple 
and neat, it has no sharp or protruding edges. Choice 
of three sizes . . . 4-slot (illustrated), 3-slot or 2-slot. 


The New Hollister Bed Signs build Good Will with all patients and visitors by reflecting the individual 
care you give each patient. This is especially important in. these times of understaffed and over- 
crowded hospital conditions. For more detailed information merely send in the coupon below. 


Franklin C. Hollister Company 


GOODWILL BUILDERS FOR HOSPITALS 


833 NORTH ORLEANS ST., CHICAGO 10, ILLINOIS 
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Positive On-Patient Identification 


IN ALL DEPARTMENTS 


Modern Hollister Ident-A-Band® System 
prevents patient mix-ups 


IN OB. 
Two iat on baby, one on mother, all with identical numbers inside 


the soft, transparent Ident-A-Band. Proves beyond any question to each 
mother (or anyone else) that the baby brought to her is actually hers. 


IN PEDIATRICS. 
You can have 3 Billy Smith's without fear of mix-ups. Each has his 
own complete identification safely sealed inside the Ident-A-Band. 


IN SURGERY . 

Ident-A-Band sini absolute final check that right patient is to have 
right operation. Eliminates all doubt, especially when patient is uncon- 
scious or confused. 


FOR ALL ADMISSIONS... 

By identifying patients when they enter hospital, this on-patient iden- 
tification stays with them until they are discharged . . ..as recommended 
by the A.H.A. | 


In these times of trained personnel shortages and overcrowded con- 
ditions, patient identity is an increasing responsibility. Hollister 
Ident-A-Band* offers the finest system for patient identification in 
all departments. For more detailed information and some free samples, 
send in the request below. | 


PATENTS PENDING 


Please send FREE, by return mail, Hollister Ident-A-Band 


Franklin Holl G any samples, with full information, prices quantity discounts. 


HOSPITAL 


GOODWILL BUILDERS FOR HOSPITALS 
833 NORTH ORLEANS ST., CHICAGO 10, ILLINOIS 
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of Blue Cross protection. Intro- 
ductory and concluding remarks 


are made by the Blue Cross public: 


relations director, who appears to 
be seeing the film in his own office. 

Although the appeal of this film 
is limited geographically, it could 
serve other Plans, local hospital 
councils and state associations as 
an example for local hospital and 


Blue Cross relations and for a Na- 


tional Hospital Week project. 


THE BIG LIGHT—(1l6mm or 35- 
mm, black and white, sound, 18% 
min.) Produced by Blue Cross 
Plans of New Hampshire-Ver- 
mont, Massachusetts, Rhode Island, 
and Connecticut, 1954. Rental and 
purchase prints from Modern 


Talking Picture Service, Inc., 45 | 


Rockefeller Plaza, New York 20. 
Contact local Blue Cross Plan to 
arrange booking. 


This film shows: how a local 
hospital responds to an emer- 
gency and the important part it 
plays in community life. Team- 
work between the community, 
the hospital and Blue Cross is 
stressed. The film gives a good pic- 


ture of activities in all hospital 


departments, with particular em- 
phasis on surgery. Photography is 
excellent, with many close-ups. 
Cleared for television. 

Suitable for showing to hospital 
personnel for orientation and_ to 
church, civic, school and industrial 
groups to tell the hospital and the 
Blue Cress stories. 


THE E-J MEDICAL PLAN—(16mm, 
color, sound, 27 min.) Produced 
in 1953 for Endicott Johnson Cor- 

_poration, Johnson City, .N. Y. 


This film was produced to ex- 
plain to Endicott Johnson em- 
ployees the health protection they 
receive through their company’s 
medical plan, and to give them a 
tour of the Wilson Memorial Hos- 
pital and Clinics, which codper- 
ates with the company plan. It was 
intended to replace the personal 


but time-consuming tours con- 


ducted formerly. 

Hospital costs are explained by 
tying in departmental activities 
with sections of the itemized hos- 


pital bill, e.g.; room and board. 


The effect is both forceful and 
persuasive. 

Designed for a specific purpose, 
this film has only local application, 
but it offers all hospitals many 
ideas for presenting their indi- 
vidual stories to their publics 
through the medium of a film. 
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OPERATION BLOOD BANK—(16- 
mm, color, sound, 15 min.) Pro- 
duced in 1951. Borrow from near- 
est Cutter branch office. Purchase 

_from Cutter Laboratories, 4th and 
Parker, Berkeley, Calif. $105, in- 
cluding reel, can and shipping 
case. 

The techniques of establishing 

and operating a blood bank are 


illustrated in this film. 


It can be used for orientation 
of blood bank personnel or in 
presenting to the administration 
a picture of blood bank operation. 
The film is probably too technical 
for the general public and not 
technical enough for use in train- 
ing. Cleared for television. 


PRESSURE STEAM STERILIZA- 
TION—(16mm, color, sound, 26 
min.) Produced in 1953 for the 
Committee on Materials for Visual 
Instruction in Microbiology of the 

Society of American Bacteriolo- 
gists. Borrow from Ideal Pictures, 
58 E. South Water St., Chicago. 
Purchase prints: American Steri- 

- lizer Co., Erie, Pa. 


This film demonstrates proper | 


techniques in sterilization by 
pressure steam and discusses ad- 
vantages of moist heat. The oper- 
ation of a modern autoclave and 
the passage of steam through a 
load of packs are illustrated by 
animated diagrams. Techniques 
of preparing packs, utensils, gloves, 


tubing, instruments, syringes and 


needles, and methods of loading 
are portrayed. Both manual and 
automatic autoclaves are demon- 
strated. 

Excellent for training profes- 
sional and nonprofessional per- 
sonnel in central sterile supply and 
operating rooms. The step-by-step 
presentation and unusually fine 
diagrams and photography make 
it an outstanding film. 


NURSE PLEASE—(16 mm, black 
and white or color. sound, 25 
min.) Produced by Trident Films 
for National Association for Prac- 
tical Nurse Education, 1954. 
Rental: black and white $3: color 
$4.50. Purchase: black and white 
$40: color $140. Orders for pur- 
chase or rental to Trident Films, 
Inc.. 510 Madison Ave... New 
York 21, or NAPNE, 654 Madison 
Ave., New York 21. 


This documentary tells the 
story of Jean Markel, a young 
widow whose _ introduction to 
practical nursing comes about 
through her son’s disability. Her 
story is told by a director of 
nurses who interested and who 
encouraged Jean in her practical 


nurse training. Introductory re- 
marks by Dr. Leonard A. Scheele, 
of the Public Health Service. 
Cleared for television. 

The twofold purpose of this film 
is recruitment and interpretation 
of the practical nurse’s role; it is 
not a training film. Very effective 
and with great dramatic appeal, 
it is recommended for civic groups, 
schools, youth associations, hos- 
pital or medical auxiliaries, and 
women’s organizations. 


SIX STEPS TO TEAM NURSING— 
(35mm, filmstrip, color, sound- 
record accompanies filmstrip, 14 
min.) Produced by Henry Strauss 
and Co., Inc., in 1954. Free loan 
from Nursing Education Program, 
Johnson & Johnson, 141 W. Jack- 
son Blvd., Chicago 4. 


The six steps here suggested 
are: self-analysis, clarification of 
nursing department’s relationship 
to the rest of the hospital, deter- 
mination of composition of nurs- 
ing team, plan of action and test 
unit, inservice _ program and 
change-over to team nursing. 

This filmstrip, in cartoons, fol- 
lows up “Team Relationship in 
Nursing Care” and presents the 
“how-to-do-it” story. 


BROKEN APPOINTMENT—(i6mm, 


black and white, sound, 30 min.) 
Produced in 1953 by Affiliated 
Film Producers for Mental Health 
Film Board. To borrow or rent, 
inquire at state or local Mental 
Health Authority or Society. Pur- 
chase prints: Mental Health Ma- 
terials Center, 1790 Broadway, 
Room 713, New York 19. $115. 


Public health nurse Susan 
Burke tells her own story of how 
she learned that, in handling a 
case successfully, understanding a 
patient's emotions can be as im- 
portant as interpreting physical 
symptoms. The “broken appoint- 
ment’’ was Mrs. Peters’ pre-natal 
examination; the plot revolves 
around a misunderstanding be- 
tween Mr. and Mrs. Peters. 

As a study of psychological as- 
pects involved in public health 
nursing, this film is good. The 
nurse, however, seems to have 
considerable latitude and _ the 
health team concept is disregarded. 
One would expect the physician 
or the social worker to assist in 
the solution of the patient’s prob- 
lems. 

This film, designed for use in 


nursing education; is the first in 


the Mental Health Film Board's 
Professional Education series. 
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E HAD A STICKY problem at 
W our 1,000 bed hospital and it 
Was causing our laundry no end 
of headaches. 

The problem was called to the 
attention of management by our 
chief of the laundry § section. 
“Someone in authority,” he said, 
“must tell those doctors in the 
operating rooms to wash their 
rubber gloves before removing 
them or the laundry will give up 
processing rubber gloves.”’ 

To emphasize his statement, the 
chief placed two large pillow cases 
filled with rubber gloves on a 
table and said, “Did you ever see 
such a sticky mess in your life? 
At least one pillow case filled with 
these sticky rubber gloves is be- 
ing returned from central supply 
each day. Someone must do 
something about it!” 

When the gloves in question 
were examined, they were a sticky 
mass. The fingers were stuck to- 
gether, the palms were puckered; 
and while these unacceptable 
gloves were re-processed as rap- 
idly as they were received, con- 
siderable time was required to do 
the job. 

In order to benefit from the ex- 
perience of others, we corre- 
sponded with the American Insti- 
tute of Laundering and leading 
glove manufacturers, read 
published material on the subject 
and discussed the matter with 
representatives from several hos- 
pitals in the area. We were par- 
ticularly surprised to learn that 
while many hospitals were proc- 
essing their gloves in the laundry 
or in domestic washing and drying 
equipment they were accepting as 
a foregone conclusion that a large 
percentage of the gloves must be 
sticky if processed mechanically. 

We were unwilling to accept 
their premise and decided to con- 

Mr. Perkins is administrative officer of 
the 1,000-bed U. S. Public Health Service 
Hospital, Staten Island, New York. Mr. 
DeScipio, former administrative resident 


at the hospital, now is administrative as- 
sistant at New York cane s Memorial Cen- 
ter for Cancer and Allied Diseases. 
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WASHING AND DRYING RUBBER | 


MECHANICALLY 


RALPH L. PERKINS AND FRANK J. DeSCIPIO 


duct an exhaustive rubber glove 
processing investigation in our 
hospital laundry. 


‘TESTING PLAN 


Being a little reluctant to place 
the blame for sticky gloves on the 
doctors until we knew that the 
laundry procedure was not at fault, 
we decided to check each laundry 
operation carefully. Little atten- 


tion was given to the washing. 


process because it didn’t seem 
likely that the gloves could be 
sticking at this point. The investi- 
gation was concentrated on the 
drying process. Only those gloves 
that were used regularly and 
would be washed in the laundry 
were considered for our tests. It 
was felt that gloves used under 
normal conditions would be best 
for the type of tests we were 


. planning to conduct. 


For two months we _ experi- 
mented. Selected laundry per- 
sonnel assisted and offered sug- 
gestions. The washroom foreman, 
pressroom foreman and the chief 
of the laundry section presented 
their expert opinions. 

Consultations with our phar- 
macy and laboratory personnel 
indicated that we needed both a 
lubricant and a drying agent if we 


We agreed upon commercial corn- 
starch as the lubricant and U.S.P. 
magnesium oxide powder as the 
drying agent. 


RESULTS OF TESTING 


Approximately 100 tests were 
made for a period of four months, 
with results varying. In the test 
runs we varied heat intensity, 
processing time, quantities of 
lubricants, quantities of drying 
agents, etc. In order to give the 
reader an example of the type of 
tests run, together with specific 
results obtained, Charts 1 and 2 
have been prepared. Rather than 
present voluminous figures, re- 
sults from only four tests are 
shown. A standard 42” x 36” wash 
wheel and reversible 36” x 30” 
dry cleaning tumbler were used: 

Test A—shows results obtained 
at the time we started our testing 
program. : 

Test B—shows results after the 
first significant changes were 
noted. 

Test C—chosen to show that 
cornstarch alone, added in the 
last rinse, makes an insignificant 
change in the results. | 

Test D—shows the actual re- 
sults of our final test and reports 


the results we are obtaining at 


were to obtain satisfactory results. present. 
chart 2 
ACCEPT: %ACCEPT- 
TOTAL BATCHES STICKY WET TORN ABLE ABLE 
TEST A 2697 @§=610 182 342 27 
TEST B 3557 14 144 = 331 0 
TEST C 2321 9 164 126 26 
TEST D 2978 «12 10 18 14 
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GLOVES 


tumble 
without 
heat 


chart 1 


A 
B nit 
without | 
heat c* | omit 
D**| omit 


add 


minutes 


c* 
heat 


Cc 


with !/, oz. of U.S.P. magnesium oxide powder [( 


ith 1/4 oz. of U.S.P. magnesium oxide powder (heavy). 
c* bag with lb. of cornstarch powder, thorou biy mixed 


heavy). 


D** Flannel bag with !/2 Ib. of cornstarch powder, thoroughly mixed 
with |/, ad USP. magnesium oxide powder (heavy). 


A Flannel bag with !/> Ib. of cornstarch powder. | 
{ Flannel nan with fi lb. of cornstarch powder, thoroughly mixed 


* One lb. of cornstarch was added to the last rinse in the washing process. 


** One lb. of cornstarch, thoroughly mixed with !/> 07. of U.S.P. magnesium 
oxide powder (heavy), was added to the last rinse in the washing process. 


Twenty bath towels were used in each test as protection. 


Taking all of our test results in- 
to consideration, the following 
procedure has been adopted at our 
hospital with near-perfect results: 


PREPARATION OF LUBRICANT-DRYING 
AGENT 


The hospital pharmacy prepares 
the lubricant-drying agent for the 
laundry in quantity, using % oz. 
of U.S.P. magnesium oxide pow- 
der (heavy) per lb. of commer- 
cial cornstarch. It is essential that 
the ingredients be thoroughly 
mixed. 3 


PROCEDURE FOR GLOVE USERS 


1. Handle gloves carefully to 
prevent tearing. 

2. Remove foreign matter from 
gloves by rinsing before the 
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gloves are removed from the hand. 
3. Pull all fingers out after re- 
moving the gloves. 
4. Place in a container of water 
until gloves are picked up for 
the laundry. | 


WASHING PROCESS (LAUNDRY} 

1. Rinse in 10” of 100° water 
for 3 minutes. 

2. Wash in 6” of 140° water for 
3 minutes with a multi-purpose 
synthetic detergent. 

3. Rinse in 10” of 100° water 
for 3 minutes. _ 

4. Add one lb. of the lubricant- 
drying agent mixture. 

5. Run wheel without water for 


- § minutes to remove excess water 


from gloves. 


Deliver washed gloves to dry- 
ing room immediately. 


PREPARATION FOR DRYING (LAUNDRY) 
1. Dryer must be cold. 
2. A cool zone of air should be 
aimed in the vicinity of the dryer. 
3. Gloves should be separated 
into batches of approximately 250 
gloves. 


DRYING PROCESS (LAUNDRY) 

1. Place 10 large bath towels in | 
the tumbler to form a base for the 
gloves. 

2. Add wet gloves, 20 to 25 at a 
time, until about 250 have been 
placed in the tumbler. This per- 
mits free tumbling. 

3. Add 10 additional. bath tow- 
els on top of the gloves. 
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4. Run dryer cold for 9 minutes. | 


5. Introduce full heat and run 
for 7 minutes. 

6. Add flannel powder bag in 
which % Ib. of cornstarch the 
lubricant-drying agent mixture 
has been placed. 

7. Cut off heat and tumble 
gloves for 12 minutes. 

8. Remove gloves and towels 
and spread lightly on a large table. 

INSPECTION AND NECESSARY 

RE-PROCESSING (LAUNDRY) 

1. Inspect gloves immediately. 

2. Any wet gloves should be 
turned and set aside for further 
processing. 

3. Sticky gloves should be 
turned and powdered immediately. 
Wet gloves should be returned to 
the air dryer with a powdered 


towel and tumbled for 2 minutes | 


without heat. 

Gloves must be delivered im- 
mediately to central supply. They 
should not remain overnight in 
the laundry. 


PROCEDURE FOR CENTRAL SUPPLY 

1. Process gloves immediately 
upon receipt from the laundry. 

2. If immediate processing is 
impossible, the gloves should be 
spread out on a large table. Gloves 


must not be permitted to remain 
in containers or bags. 

3. Gloves that have outlived 
their usefulness should be removed 
from use. They may be cut up for 
rubber bands. 

This procedure has been adopted 
at our hospital with the result that 
sticky or wet gloves are virtually 
a thing of the past. If your present 
plan for washing rubber gloves 
doesn’t give you “near-perfect” 


results, we strongly recommend | 


that you try the procedure out- 
lined. 


Notes and Comment 


Hospitals top institutional 


field in laundry wages 


Starting salaries of institutional 
laundry workers throughout the coun- 


try (with few minor exceptions) are 


the same or higher than the 75-cent 
federal minimum wage. 

And seven out of 10 laundry man- 
agers report their hourly starting sal- 
aries for all workers are the same or 
higher than rates paid by commercial 
laundries in their areas. 

Thus, the editors of American 
Laundry Digest, reporting in their 
September 15 issue, cite results of 


“Know what | hate? — Filing!” 


their wage study of the institu- 
tional laundry field. Popular mis- 
conceptions that hospital laun- 
dries pay the lowest wages in the 


- institutional field, or that institu- 


tional laundries in general have 
lower starting salaries than com- 
mercial plants in their areas, are 
flatly disproved. 

Actually, as the Digest points 
out, among hospitals, hotels, 
schools and sanitariums, hospital 
laundries as a group pay the. 
highest starting wages (11 out of 
13 jobs). Average hourly rate is 
$1.01. Hotels pay an average rate 
of 96 cents as against 85 cents for 
schools and 82 cents for sani- 
tariums. 

A significant point here, of 
course, is that the average hourly 
rate for each group is higher than 
the federal minimum, although 
many of these institutions are not 
covered by federal law. 

Hospital laundries, as studied, 
are subdivided into three major 
groups: 

1. Those operated by a church 
order or charity group. 

2. Those operated by a govern- © 
ment body—county, state or fed- 
eral. 

3. Those operated by “private”’ 
groups, that is, by nonprofit cor- 
porations, etc. 

Government hospitals show the 
highest starting rates for 10 out of 
13 jobs. Average: $1.05. Primarily 
responsible for this, the Digest in- 
dicates, is the fact that half of 
these laundry employees are on 
civil service. Civil service workers 
earn an average $1.22 hourly rate 


as compared to non-civil service 


workers at $1. 

Church and charity hospitals 
pay an average $1.01 hourly rate 
and outrank private hospitals in 
11 out of 13 jobs. The average rate | 
for private hospitals is 98 cents. 

Regarding wage rates for speci- 
fic jobs, the head washman in all 
institutional laundry groups gets 
the highest starting salary, aver- 
aging $1.24 an hour. Influencing 
this high figure, suggests the 
Digest, is the fact that in some 
cases the head washman is the 
laundry manager, for all practical 
purposes. 

Flatwork shakers get the lowest 
starting salary—across the field— 
74 cents an hour. Feeders and 


_ folders average 81 cents an hour. 
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AVERAGE STARTING SALARIES FOR INSTITUTIONAL LAUNDRIES 


208 Sanit. 

Private | Gov't | ariumal Schoo 
Sorter or Counter 97 71 | 1.00 82 75 65 1.19 91 
Head washman 1.24 | 1.66 | 1.32 | 1.24 | 1.08 1.30 ff 1.37 | 1.33 
Washman 1.23 | 1.20 | 1.27 1.22 | 1.00 1.15 1.35 1.22 
Extractor man 1.09 | 1.08 [1.10 | 1.09 | .90 96 I] 1.20 | 1.06 
Shakeout tumbler Oper 1.10 | 86 | .89 241 75 45 Hi 1.16 8? 
Flatwork shaker 86 82 91 83 75 61 1.16 .80 
Flatwork feeder 86 83 84 72 76 1.20 83 
Flatwork folder 87 | 284 98 76 1.18 84 
Tumbler operator 97 -93 75 .70 1.20 90 
Wear Appore! Oper 92 | .87 | 1.00 88 | .80 74 11.20 | 87 
Shirt Press Oper. .% | 87 | 1.00 71 73 1.20 87 
“Office girl 8 11.1) | 1.07 | 103] — 90 1.17 | 1.08 
Pickup mon 1.16 8 1.17 97 1.12 1.25 1.02 
The study reveals a growing died have no provisions for giving 


trend to pay the entire flatwork 
crew—shakers, feeders and fold- 
ers—the same starting wage. This 
is the case in one out of every two 
institutional laundries. | | 

One reason cited by the Diges 
is the fairly common practice of 
alternating shakers, feeders and 
folders during the day. Another is 
an apparent general lack of wage 
scales based on job evaluation 
studies, to set rates for each job 
according to the amount of ability 
required; the amount of work in- 
volved, etc. 

The study uncovers some fur- 
ther facts and problem-areas: 

1. One out of four plants has the 
same starting rate for the flatwork 
crew and tumbler operators. 

2. One out of eight has the same 
starting salary for all production 
workers other than washroom per- 
sonnel. 

3. Only one out of eight has a 
wage scale geared to the job re- 
quirements. Generally, as 
Digest points out, this scale was 
set up by the laundry manager, 
drawing upon his years of experi- 
ence in the field, rather than by 
a production engineer. 

Another problem uncovered by 
the study was a general lack 
of automatic “length-of-service”’ 
wage increases in _ institutional 
laundries. Nearly three out of five 
do not have such a policy. More 
than 24 per cent report they give 
some length-of-service increases, 
‘but these are not set up on a reg- 
ular schedule.. 

A similar situation exists with 
merit raises. More than 53 per cent 
- «of the institutional laundries stu- 
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the 


regular merit increases, or their 


programs are haphazard. Some 28 


per cent of the laundry managers 
sit down once a year to rate their 
employees with an eye toward 
raises. More than. 15 per cent do 
this every six months. 

While’ starting salaries vary 
considerably from plant to plant, 
nationwide reports indicate there 


is some agreement about how em- 


ployees should be paid. Three out 
of five plants (60 per cent) pay 
by the hour. Approximately 24 
per cent pay by the month and the 
remainder by the week. 

Hourly payments for production 
workers seem to be the most com- 
mon method among churches and 
charity hospital laundries. Most 
government-operated hospitals pay 
by the month, probably due to 
the fact that half of them are on 
civil service. 

No one general method of pay- 
ment has a clear majority in pri- 
vate hospitals. Approximately 40 
per cent pay by the hour; 35 per 
cent pay by the month, and the 
balance, weekly. 

Certainly one of the most sig- 
nificant facts developed from the 
Digest’s study is this: 

Seven out of 10 laundry man- 
agers report their. starting wages 
are the same or higher than the 
rates paid by commercial laun- 
dries in their areas. Nearly 17 per 
cent say their starting rates are 
less. Many point out to the Digest, 
however, that were the cash value 
of such fringe benefits as free or 
discount laundry and free or dis- 
count meals to be added to the base 
rate, this rate would be the same 


Non Nat'l Ay. Mfg. 
Union | Union Av. | Hrs. TES RR 
Lidrs. 
1.09 78 § 41.2 1.30 
1.33 | 1.28 1.24 42.1 1.65 
1.30 | 1.15 1.15 § 42.0 Hi 1.40 
1.19 | 1.02 1.01 | 41.4 1.40 
1.02 85 82 | 41.3 1.20 
97 78 74 41.3 1.16 
1.01 78 Bi 40.7 1.16 
1.01 79 81 41.5 1.16 
1.05 ry 83 | 41.4 Ii 1.18 
1.01 83 86 
1.04 82 87 
1.10 | 1.03 1.03 
1.10 | 1.60 1.02 


or higher than that of commercial 
plants in the same area. 


Dry-cleaning precautions 


The AMA lists six precautions to 
be taken when dry-cleaning solu- 
tions are used: 

1. Read the label carefully to 
determine whether the solution 
will burn. If it is flammable, use 
it outdoors, away from sources of 
flames and sparks. 

2. If the solution is nonflam- 
mable, look for the ingredients on 
the label. If ingredients are not 
listed, assume it to be carbon tetra- 
chloride, and act accordingly. Use 
carbon tetrachloride solution in a 
well-ventilated room or, prefer- 
ably, outdoors. Do not breathe the 
vapor. If you must work inside, 
open windows and doors, and va- 
cate the room as soon as possible 
until the odor and fumes vanish. 
Garments cleaned with the solu- 
tion should be placed outdoors to 
dry. 

3. Mark “POISON” on the label 
of cleaning fluid containers and 
store them out of reach of children. 

4. Never put carbon tetrachlo- 
ride solution in a soft drink or 
whiskey bottle or other beverage 
container, as it may be mistakenly 
consumed. 

5. Do not use carbon tetrachlo- 
ride solution if you are ill, if you 
have drunk alcoholic beverages 
within 24 hours or if you are a 
chronic user of alcohol. 

6. If you use carbon tetrachlo- 
ride as a fire extinguisher, use it for 
as short a time as possible. As soon 
as the fire is extinguished, open 
windows and doors and leave the 
area until the fumes are dissipated. 
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@ Sister Mary ALvrina has been 
named assistant administrator of 
St. Joseph’s Hospital, Reading, Pa. 

A graduate of St. 
School of Nursing, Sister Alvina 
served in hospitals in Baltimore 
and Wilmington prior to her new 
assignment. 


® E. P. Barnes, former business 
manager of the Highland Hospital, 
Asheville, N. C., has been appoint- 
ed administrator of the Bamberg 
(S. C.) County Memorial Hospital. 
He succeeds Lewis F. BaTEs, who 
has now enrolled in the University 
of Georgia program in hospital 
administration. 

Mr. Barnes is a graduate of the 
Duke University program in hos- 
pital administration. 


@ Dr. Louis BLock, U. S. Public 
Health Service consultant, has re- 
signed from the service to join 
the staff of Dr. 
ANTHONY J. J. 
ROURKE, hospi- 
tal consultant in 
New Rochelle, 
N. Y. 

A recipient of 
a master’s de- 
gree in public 
health from Co- 
lumbia Univer- 
hes BLOC 
ated with the Public Health Serv- 
ice since 1942 with the major por- 
tion of his time spent in the Divi- 
sion of Hospital Facilities. 


Dr. Block is known to the hos- 


pital profession for his lectures in 
schools and institutes of hospital 
administration and for his many 
contributions to hospital literature. 

Now a consultant in hospital 
planning and management, Dr. 
Rourke formerly served as director 
of the Leland Stanford University 
Hospitals, San Francisco, and as 
executive director of the Hospital 
Council of Greater New York. He 
is a former president of the Ameri- 
can Hospital Association. 


@ DONALD C. BILHORN, former as- 
sistant administrator of the Trues- 
dale Hospital, Fall River, Mass., 
has been named administrator of 
the John T.. Mather Memorial 
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Hospital, Port Jefferson, Long 
Island, N. Y. 

He holds membership in the 
American College of Hospital Ad- 
ministrators and the American 
Hospital Association. 


@® Leon C. CARSON, assistant ad- 
ministrator of the Citizens Gen- 
eral Hospital, New Kensington, 
Pa., has been named assistant sup- 
erintendent of the Millard Fillmore 
Hospital, Buffalo, N. Y. 

A graduate of Columbia Univer- 
sity’s course in hospital adminis- 
tration, Mr. Carson completed his 
administrative residency at the 
Robert Packer Hospital, Sayre, Pa. 
He is a nominee in the American 
College of Hospital Administrators 
and a member of the American 
Hospital Association. 


@ Jay G. CoBERLY, former director 


. of the Oakburne Colony Hospital, 


West Chester, Pa., has joined the 
central staff of the Memorial Hos- 
pital Association of Kentucky as 
an associate administrator. Mr. 
Coberly is responsible for all busi- 
ness services, including accounting 
and purchasing. 

Mr. Coberly formerly served as 
business manager and assistant to 
the director at the Children’s Hos- 
pital of Philadelphia. 


@ J. C. Cross is the new adminis- 
trator of the Marion (S. C.) Coun- 


_ ty Memorial Hospital. 


@ Epna G. Davipson, R.N., hos- 
pital nurse consultant, Section of 
Hospital Facilities, South Dakota 
State Depart- 
ment of Health, 
Pierre, has been 
appointed ad- 
ministrator of 
the Madison 
(S. D.) Com- 
munity Hospi- 
tal, effective 
January 1. 
Former presi- 4 
dent and cur- 
MISS DAVIDSON 
of the South Dakota Hospital As- 
sociation, Miss Davidson formerly 
served as administrator of the 
Black Hills General Hospital, Rap- 
id City, and the Miller Memorial 
Hospital, Duluth, Minn. 


A member of the American Col- 
lege of Hospital Administrators, 
Miss Davidson also holds member- 
ships in the American and South 
Dakota Hospital Associations. 


@ MARGUERITE M. DUCKER, assist- 
ant administrator of the Sewick- 
ley (Pa.) Valley Hospital, has been 
appointed administrator of the 
hospital, effective January 1. Miss 
Ducker succeeds HELEN PRATT, 
R.N., who recently retired after 
20 years of service at the hospital. 

A graduate of Northwestern 
University’s course in hospital ad- 
ministration, Miss Ducker served 
as an assistant director of the uni- 
versity’s program from 1948-52. 
She is a nominee in the American 
College of Hospital Administrators 
and a member of the American 
Hospital Association. Miss Ducker 
is currently serving as managing 
editor of the Hospital Abstract 
Service. 

Miss Pratt holds membership in 
the American College of Hospital 
Administrators and the American 
Hospital Association. 


@ Rosert E. EDMONDSON, former 
assistant administrator at the Ala- 
chua General Hospital, Gainesville, 
Fla., has been appointed adminis- 
trator of the Bradford County Hos- 
pital, Starke, Fla. 

Mr. Edmondson is a member of 
the American and Florida Hospital 
Associations. 


@ FRED F. ELLISON, assistant di- 
rector of the Greenville (S. C.) 
General Hospital, has been named 
administrator of Tri-City Hospi- 
tal, Leaksville, N. C. He is a mem- 
ber of the American Hospital As- 
sociation. . 


PAuL X. ELBOw, administrator 
of the Carmi (Ill.) Township Hos- 
pital, recently resigned his position 
to become assistant administrator 
of the Borgess Hospital, Kalama- 
Mich. 

Prior to his Illinois post, Mr. 
Elbow served as assistant adminis- 
trator at St. Mary’s Hospital, Ra- 
cine, Wis. A graduate of North- 
western University’s course in hos- 
pital administration, he completed 
his administrative residency at the 
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tal, Evansville, Ind. 

A nominee in the American Col- 

lege of Hospital Administrators, 
Mr. Elbow holds membership in 
the American Hospital Associa- 
tion. 
CLayTton E. ENGLIsH, former 
assistant administrator and acting 
administrator of the White Plains 
(N. Y.) Hospital, has been ap- 
pointed administrator of the hos- 
pital. 

Prior to his New York posts, 
Mr, English was affiliated with the 
Hartford (Conn.) Hospital. 


@® Sister M. FIDELIS, superintend- 
ent of St. Joseph Hospital, Aber- 
deen, Wash., has been named ad- 
ministrator of St. Helen Hospital, 
Chehalis, Wash. Sister Fidelis suc- 
ceeds SISTER M. PerPEeTUA, who has 
been transferred to Hayward, 
Calif., to assist in the development 
of a new hospital. 

SISTER MIRIAM, nursing super- 
visor at St. Joseph’s Hospital, has 
been appointed to succeed Sister 
Fidelis as superintendent. 


@ JouHN W. Fo.ey, former business 
manager of St. Joseph Hospital, 
Flint, Mich., has been appointed 
assistant administrator of the hos- 
pital. 

A graduate of St. Louis Uni- 
versity’s course in hospital admin- 
istration, Mr. Foley served his ad- 
ministrative residency at St. Fran- 
cis Hospital, Hartford, Conn. He 
is a nominee in the American 
College of Hospital Administrators 
and a member of the American 
Association of Hospital Account- 
ants. 


@® FRANK H. HAYNE, former ad- 
ministrative resident at the Lub- 
bock (Texas) Memorial Hospital, 
has been named 
administrator of 
the Las Vegas 
(N. M.} Hospi- 
tal. He succeeds 
WILLIAM L. 
GoLp, who is 
now adminis- 
trator of the 
Crippled Chil- 
dren’s Hospital, 
New Orleans. 

A graduate of 
the State University of Iowa course 
in hospital administration, Mr. 
Hayne is a member of the Ameri- 
can and New Mexico Hospital As- 
sociations. 


MR. HAYNE 
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Welborn Memorial Baptist Hospi- 


A. L. HOwartu, director of 
Good Samaritan Hospital of the 
Puyallup (Wash.) Valley and 
Lutheran Hospital Clinic, Puyal- 
lup, has been named administrator 
of the Mary Bridge Children’s 
Hospital, Tacoma, Wash. | 

A past president of the Wash- 
ington State Hospital Association, 
Mr. Howarth formerly served as 
administrator of the Central Wash- 
ington Deaconess Hospital, We- 
natchee. He is a member of the 
American Hospital Association. 


@® JOHN M. HENDRICKS and F. 
DREXEL TOLAND are now serving 
as administrative assistants at the 


MR. TOLAND 


MR. HENDRICKS 


Baptist Memorial Hospital, Mem- 
phis. 

A graduate of the University of 
Minnesota’s course in hospital ad- 


ministration, Mr. Hendricks served | 
his administrative residency 


the Memphis hospital. 

Mr. Toland is a recipient of a 
master’s degree in hospital admin- 
istration from Northwestrn Uni- 
versity. He completed his adminis- 
trative residency at the East Texas 
Medical Center, Tyler. 

Both men are members of the 
American Hospital Association. 


| @ Epwarp E. JAMES, former di- 


rector of the North Shore Hospi- 
tal, Manhasset, N. Y.. is the new 
director of But- 
terworth Hospi- 
tal, Grand Rap- 
ids, Mich. Mr. 
James succeeds 
Dr. L. V. RaGs- 
DALE, who re- 
tired last Sep- 
tember after 16 
years of service. 
A graduate of 
the Harvard 
Business School, 
Mr. James formerly served as ad- 
ministrator of Pennsylvania Hos- 
pital, Philadelphia, and as director 
of public and personnel relations 
at the Bradford (Pa.) Hospital. 
Mr. James holds membership in 
the American College of Hospital 


MR. JAMES 


Administrators and in the Ameri- 


can Hospital Association. 

Prior to his Grand Rapids ap- 
pointment, Dr. Ragsdale was as- 
sistant superintendent of Massa- 
chusetts General Hospital, Boston. 
He is a member of the American 
College of Hospital Administrators 


and the American Hospital Asso- 


ciation. 


@® JoHN W. KLUDT, administrative 


resident at Sequoia Hospital, Red- | 


wood City, Calif., has been ap- 
pointed assistant administrator of 
the hospital. 

A graduate of the University of 
California course in hospital ad- 
ministration, Mr. Kludt holds 
membership in the American Hos- 
pital Association. 


@ HERBERT M. KRAuSS, former ad- 
ministrator of the Burlington 
(lowa) Hospital, has assumed his 
duties as ad- 
ministrator of 
the Latrobe 
(Pa.) Hospital. . 
PAUL H. KEISER, 
former admin- 
istrator of the 
Community 
Hospital of Ev- 
anston, IIl., is 
the new admin- 
istrator of the 
Burlington Hos- 
pital. 

A graduate of the University of 
Chicago course in hospital adminis- 
tration, Mr. Krauss served his ad- 
ministrative residency at the Com- 
munity Hospital, Coldwater, Mich., 
and Blodgett Memorial Hospital, 
Grand Rapids, Mich. 

Mr. Krauss is a member of the 
American College of Hospital Ad- 
ministrators and the American 
Hospital Association. Last year he 
served as president of the Iowa 
Hospital Association. 


MR. KRAUSS 


Srmpney Liswoop, former assist- 
ant director and associate adminis- 
trator at Beth Israel Hospital, Bos- 
ton, is now administrator of the 
New Mount Sinai Hospital, To- 
ronto, Ont., Can. 

A graduate of the University of 
Chicago course in hospital admin- 
istration, Mr. Liswood holds mem- 
bership in the American College 
of Hospital Administrators and in 
the American Hospital Association. 


@ HAL MAYSENT, administrative 


assistant at Passavant Memorial 


Hospital, Chicago, has been ap- 
pointed assistant administrator of 
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the Lankenau Hospital, Philadel- 
phia, effective March 1. 

Mr. Maysent is a graduate of 
the course in hospital administra- 
tion at Northwestern University, 
where he received the Malcolm T. 
MacEachern Award for outstand- 
ing achievement. 


@ James W. MCFARLANE, admin- 
istrator of the Tulare (Calif.) 
County General Hospital, recently 
resigned his position to become as- 
sistant administrator of the Uni- 
versity of California Hospital at 
the University of California Medi- 
cal Center, Los Angeles. 


A graduate of the University of 
California course in hospital ad- 
ministration, Mr. McFarlane is a 
nominee in the American College 
of Hospital Administrators. He is 
a member of the American Hospi- 
tal Association. . 


@® E. L. McLAUGHLIN JR., adminis- 
trator of the Bertie County Me- 
morial Hospital, Windsor, N. C., 
has been appointed administrator 
of Byerly Hospital, Hartsville, 

Mr. McLaughlin formerly served 
as administrator of the Ons- 
low County Hospital, Jacksonville, 
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N. C., and the Beaufort (S. C.) 
County Hospital. 


@ WILLIAM F. MYLCHREsT, for- 
mer administrative resident at 
Grace Hospital, Detroit, has been 
appointed assistant administrator 
of the Richmond Memorial Hos- 
pital, Prince Bay, Staten Island, 

A member of the American Hos- 


‘pital Association, Mr. Mylchrest | 


received his master’s degree in 
hospital administration from Co- 
lumbia University. 


@ HAROLD PITTMAN, administrator 
of the Pearl River County Hospi- 
tal, Poplarville, Miss., has resigned 
his position to become administra- 
tor of the State Tammany Parish 
Hospital, Covington, La. 


@® Foster L. Riccs, former man- 
ager of the Pierre (S. D.) Clinic, 
has joined the staff of Riverview 
Hospital, Wisconsin Rapids, Wis., 
as assistant administrator. Mr. 
Riggs is a recipient of a master’s 
degree in hospital administration 
from the University of Minnesota. 


@ SISTER ROSE THERESE, associ- 
ated with St. John’s Hospital, 
Cleveland, for the past 22 years, 
has been named administrator of 
Providence Hospital, Columbia, 
S. C. She succeeds SISTER M. Fa- 
BIAN, R.N., who has been trans- 
ferred to St. Louis. 


@ JOHN A. WENTWORTH, adminis- 
trator of the Alta Bates Commu- 
nity Hospital, Berkeley, Calif., has 
retired as administrator, but has 
consented to remain as controller 
of the hospital. JOHN E. PETERSON, 
assistant administrator, has been 
appointed administrator. 

A member of the American Hos- 
pital Association, Mr. Peterson 
formerly served as assistant su- 
perintendent of the Highland- 
Alameda County Hospital, Oak- 
land, Calif. He holds memberships 
in the American Hospital Associ- 
ation and the Association of West- 
ern Hospitals. 


Deaths 


@ Dr. GeorGe A. WRIGHT, 73, sup- 
erintendent of the Southwestern 
State Hospital, Marion, Va., from 
1926 until his retirement in 1937, 
died October 28 at Lee Memorial 
Hospital, Marion, Va. | 

A member of the International 
College of Surgeons, Dr. Wright 
founded the Lee Memorial Hospi- 
tal after his retirement as super- 
intendent from the mental insti- 
tution. 
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NEWS 


Ruling Upholds Hospitals’ Right to Hire Paid Physicians 


The Connecticut Attorney Gen- 
eral ruled last December 3 that 
“nonprofit, charitable hospitals are 
not violating the provisions of the 
statutes concerning the illegal 
practice of medicine or. surgery 
when they employ fulltime paid 
specialists, who are licensed physi- 
cians, to conduct necessary tests 


and perform services in the treat- - 


ment of patients at the hospitai.” 

The opinion was signed by As- 
sistant Attorney General Louis 
Weinstein for William L. Beers, the 
Attorney General. 

The keenly-awaited ruling came 
on the following question, posed 
by the secretary of the Connecti- 
cut Medical Examining Board: 

“In those instances where hos- 


_ pital management employs physi- 


cians on fulltime salaries to render 
professional services, such as radi- 
ology, anesthesiology and pathol- 
ogy, and charges patients fees for 
the services of these employed 
physicians, the fees accruing to the 
benefit of the hospital, is it to be 


considered that these hospitals are 


engaged in the practice of medi- 
cine in a way that is in conflict 
with Connecticut law?” | 
The opinion, after stating that 
the physicians in question were 
experts in various fields of medi- 
cine serving persons who “are 


actual or potential hospital pa-. 


tients and, generally, as an aid to 
the attending physician or attend- 
ing staff .. .,”” said that a charge 
for services was made without a 
separate itemization on the hos- 
pital bill and, when paid, was 
kept by the hospital as part of its 
general income. 

The opinion then measured this 
practice against the statute con- 


- cerning the right to practice med- 


icine or surgery in Connecticut. 
“Though not expressly stated in 
the statute,” the opinion said, “the 
implication is clear that the prac- 
tice of medicine and surgery is 
restricted to individuals and does 
not include corporations. ... 
“However, the corporations ex- 
cluded from practice, at least in 
this state, do not encompass non- 
profit, charitable hospitals. The 
restriction is directed against the 
so-called commercial corporations, 
which are run for profit. The ob- 
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Adopts New Consultation Standard 


_ The consultation standard for accreditation of hospitals was changed 
by the Joint Commission on Accreditation of Hospitals at a meeting in 
Chicago, December 11. The change was approved under JCAH rules 
which require that any proposed alteration in the basic standards be 


vious purpose of the licensing law 
is to protect the public from 
quacks and exploitation. These 
elements are not present in the 
service, care and treatment which 
a patient receives in a nonprofit, 
charitable hospital. . .” 

“Tt is significant,’ the opinion 
said, “that a hospital is organized 
for the purpose of treating pa- 
tients. In hiring licensed physi- 
cians to treat patients it is render- 
ing the service for which it is 
primarily organized. It has long 
been the accepted practice that in- 
terns and resident physicians treat 
patients in hospitals. Part of the 
hospital charge to the patient is 
for the service of such licensed 


personnel. 


“No question has ever been 
raised that the hospital is prac- 
ticing medicine illegally because 
it keeps the entire charge for these 
services.” 

After stating that there was no 
claim that the physicians involved 
were not competent, the opinion 
said “the claim is that these in- 
dividuals .. . are forbidden to act 
solely because they are on salary 
and the fee for their services is 
paid to the hospital rather than 
directly from patient to physician. 

“We fail to see any distinction 

between this situation and the one 
involving the services of a resi- 
dent physician who is on salary 
from the hospital. . .” 
. The Attorney General said that 
his position was strengthened by a 
provision of the Dental Practice 
Act in Connecticut, which banned 
corporate ownership or operation 
of a dental office, but which stated 
that “the provisions of this section 
shall not apply to hospitals.” 

The Attorney General said it 
“would be anomalous to say that 
the legislature intended to exempt 


hospitals from the corporate prac- 


tice of dentistry and not of med- 
icine.” 


submitted, after study, at a meet- 
ing of the Joint Commission. If 
the vote for the change is unani- 
mous at the first meeting, the 
change is adopted. In case of dis- 
sent, it must be considered at a 
second meeting, at which a ma- 
jority vote prevails. 

The change in the consultation 
standard was unanimously ap- 
proved December 11, and now be- 
comes a part of the Standards of 
the Joint Commission. The change, 
printed below with an official ex- 
planatory note, also will be carried 
in the March JCAH bulletin. 


STANDARD - REQUIRED - II, B. 3 


Except in emergency, consultation 
with another qualified physician shall 


be required in all first Caesarean sec- 


tions and in all curettages or other 
procedures by which a known or sus- 
pected pregnancy may be interrupted. 
The same requirement shall apply to 
operations performed for the sole pur- 
pose of sterilization on both male and 
female patients. Included in consulta- 
tions required under this Standard 
are all those which are required under 
the rules of the hospital staff. | 
In major surgical cases in which 
the patient is not a good risk, and in 
all cases in which the diagnosi« is ob- 
(Continued on page 154) 


Hospital, Tradition of Service 
Selected as 1955 NHW Theme 


“Your Hospital ... A Tradition 
of Service’’ has been selected as 
the theme for National Hospital 
Week to be observed, May 8-14. 

Emphasizing the continuity of 
service offered to communities by 
hospitals, the theme is broad 
enough for adaptation to a number 
of programs that hospitals may 
wish to promote during the week. 

Kits, containing suggestions for 
National Hospital Week programs, 
as well as materials casily adapt- 
able to the individual hospital's 
press needs, will be semi by the 
American Hospital Association to 
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its member hospitals, secretaries 
of state hospital associations, hos- 
pital auxiliaries and local hospital 
councils. 

Activities found to be successful 
in hospitals throughout the nation 
in past years will be stressed. Re- 
leases for newspapers, radio, tele- 
vision and industrial publications; 
suggestions for practical exhibits; 
and detailed plans for running an 
open house program with con- 
ducted hospital tours also will be 
included. 

Radio and television spot an- 
nouncements will emphasize re- 
cruitment of professional person- 
nel and volunteers and urge at- 
tendance at open house programs 
planned by local hospitals. A list 
of available films and booklets will 
be found in the material as well 
as the source from which they may 
be purchased. 


Former APWA Director, 
Howard Russell, Dies 


The January issue of Public 
Welfare will feature a special trib- 
ute to the late Howard Russell, 
director of the American Public 
Welfare Association from 1942- 
1949. The former secretary of the 
Pennsylvania Department of Pub- 
lic Assistance died at his home in 
Sarasota, Fla., October 27. 


Army Surgeon General Names 
Five-Member Council 


Maj. General George E. Arm- 
strong, Surgeon General of the 
Army, has announced the forma- 
tion of a five-member council to 
advise him on the special reserve 
issues “having far reaching impact 
on the health professions of the 
nation as well as on those prob- 
lems concerning the general ac- 
tivities of the Army’s medical 
reserve.” 

Members of the committee are 
all physicians: Perrin H. Long, 
College of Medicine, State Univer- 
sity of New York; Alexander 
Marble, Joslin Clinic, Boston; I. 
S. Ravdin, University of Pennsyl- 
vania School of Medicine; Harold 
G. Scheie, University of Pennsyl- 
vania Graduate School; and Frank 
E. Wilson, director of the American 
Medical Association’s Washington 
office. 

It is planned that the committee 
will meet each spring and fall to 
discuss such problems as procure- 
ment of reserve personnel, utiliza- 
tion of professional reserves, and 
promotion of closer relations be- 
tween military and civilian med- 
icine. 
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NEW and old officers of the Maryland-District of Columbia-Delaware Hospital Association, 
raphed at the group's recent annual meeting, are (from left): president-elect, Glenn 


Fisher, administrator of Nanticoke Memorial Hospital, Seaford, Del.; 


president, Fred 


A. McNamara, chief, Bureau of the Budget, Executive Office of the President, Washington, 
D. C.; and outgoing president, Robert S. Hoyt, administrator of the Lutheran Hospital 
of Maryland, Baltimore. Approximately 2,000 persons attended the hospital conference. 


More than 2,000 administrators, trustees and department heads gath- 
ered in Washington, D..C., recently for the 14th annual meeting of the 
Maryland-District of Columbia-Delaware Hospital Association. 

Dr. Edwin L. Crosby, director of the American Hospital Association, 
opened Monday’s general session with a report on how hospitals are meet- 


ing the requirements for accredita- 
tion. He remarked that the Joint 
Commission on Accreditation of 
Hospitals as a whole feels that the 
status, as to accreditation and the 
quality of medical care given by 


hospitals throughout the United 


States and Canada is quite good. 

In his outline of the general re- 
quirements for accreditation, Dr. 
Crosby particularly emphasized 
that a hospital’s medical staff must 
be self-governing. He said that the 
Joint Commission feels that each 
medical staff should re-examine 
each year the qualifications of all 
physicians enjoying the privileges 
of their institution. 

Another important requirement 
for accreditation that he particu- 
larly noted is good medical rec- 
ords. A hospital must maintain 
complete records of pre-operative 
diagnoses and these records should 
be compared regularly with the 
findings at operation or the pa- 
thology findings. If disagreement 
between the two exceeds 10 per 
cent of surgical cases, immediate 


action is called for to improve the | 


quality of care in that institution. 

The second speaker, H. Mason 
Welch, legal counsel for U. S. Fi- 
delity and Guaranty Company, 
Washington, D. C., warned the 


group that a development of a 
network-of hospital staff commit- 
tees does not relieve the institu- 
tion from liability. He noted that 
the public is increasingly demand- 
ing that the responsibility for 
liability, borne by institutions, be 
met. 

The defense that a hospital does 
not practice medicine will not hold 
up, Mr. Welch further commented. 
The increasing variety and quality 
of services given patients also in- 
creased the hazard of damage suits 
since the responsibilities of an in- 
stitution are measured by the 
quality of services rendered by 
other similar institutions in the 
community. This situation, Mr. 
Welch added, creates a distinct 
problem for those institutions that 
are not as well-financed, admin- 
istered, staffed or equipped as 
their neighbors. 

Monday afternoon’s program 
featured sectional meetings for 
the following groups: dietitians, 
maintenance engineers, medical 
record librarians, nurse anesthe- 
tists, purchasing agents, trustees 
and hospital auxiliaries. 

At the session for trustees, John 
L. Laskey, attorney-at-law for 
Trial Counsel for Hospitals, Wash- 
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ington, D. C., stated that the 


“doctrine of immunity” that once 
saved hospitals from damage suits 
in the days when hospitals were 
charity organizations endowed by 
private funds, “is mostly gone’’. He 
recommended that trustees insti- 
tute a thorough check-up of their 
hospital’s position in the commu- 
nity, and examine the hospital’s 
methods of records-keeping to 
make sure adequate records are 
kept and that they are retained 
long enough to protect the hospi- 
tal against belated suits. 

Tuesday morning. six more 
groups held concurrent sessions: 
the accountants, executive house- 
keepers, laundry managers, med- 
ical social workers, medical tech- 
nologists and pharmacists. 

At the medical social workers’ 
session, Mary L. Hemmy, executive 
director of the American Associa- 
tion of Medical Social Workers, 
urged medical social workers to 
give more serious attention to re- 
search and to take a “new look” at 
some of their traditional roles in 
the hospital. 


““Medical social work must begin 
to make explicit, through system- 
atic and scientifically valid study, 
the knowledge to which it may 
have particular access because of 
its particular place in medical 
care,” Miss Hemmy stated. “Im- 
pressionistic conclusions and rec- 
ommendations, even those based 
on long experience, are not 
enough.” 

Dr. Bernard J. Walsh, cardiolo- 
gist at Children’s Hospital, Wash- 


ington, in commenting on Miss 
Hemmy’s presentation, said that as 


a physician he saw medical social 
service as indispensable to the 
proper care of his patients. Such 
understanding on the part of phy- 
sicians, however, should begin in 
medical school and it is up to med- 
ical social workers to share in the 
teaching of medical students. 


At the closing general session 
Tuesday afternoon, Mildred Mon- 


tag outlined the purposes and 


working plan of the five-year re- 
search project now being con- 
ducted by Teachers College, Co- 
lumbia University, to develop and 
test a new type of program for 
preparing the registered nurse in 
two years. The director of the 
Cooperative Research Project said 
that by this project they hope to 
determine how long it takes to 


prepare a nurse for registered 


nurse functions, and how do these 
graduates fit into the employment 
picture. 
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1955 APHA CONFERENCE— 


To Convene in Chicago, February 9- I] 


The Honorable Charles P. Taft of Cincinnati, Ohio, and the AHA 
President-elect Ray E. Brown are two of the principal speakers scheduled 
to address the 1955 annual meeting of the American Protestant Hospital 
Association at Chicago’s Palmer House, February 9-11. 

Mr. Taft will comment on welfare and our economic system at Thurs- 


day’s banquet. 

Friday morning’s general ses- 
sion will be devoted to a discus- 
sion of the spiritual aspect of pa- 
tient care with Mr. Brown ad- 


MR. BROWN MR. TAFT 


dressing the groups on the hospi- 
tal’s responsibility to serve the 
patient’s spiritual needs. The sec- 
ond speaker, Bishop William T. 
Watkins of the Southeastern Jur- 


At the business session, the fol- 
lowing new officers were chosen: 
president-elect, Glenn A. Fisher, 
administrator of the Nanticoke 
Memorial Hospital, Seaford, Del.; 
first vice-president, Dr. Russell A. 
Nelson, director of the Johns Hop- 
kins Medical Center, Baltimore; 
second vice-president, Victor F. 
Ludewig, superintendent of the 
George Washington University 
Hospital; Washington, D. C.; third 
vice-president, Sister Mary Evan- 
gelist, administrator of the George- 
town University Hospital, Wash- 
ington, D. C.; secretary, San- 
ford Kotzen, administrator of the 
Franklin Square Hospital, Balti- 
more; and treasurer, C. Parker 
Sheppard, comptroller of the Luth- 
eran Hospital of Maryland, Balti- 
more. Executive secretary of the 
regional hospital association is A. 
K. Parris, 200 W. Baltimore St., 
Baltimore 1. 

Delegates to the American Hos- 
pital Association are J. Douglas 
Colman, vice-president of Johns 
Hopkins University Hospital, Bal- 
timore; Richard R. Griffith, direc- 
tor of Delaware Hospital, Wil- 
mington; and Leo G. Schmelzer, 
administrator of Garfield Memo- 
rial Hospital, Washington, D. C. 

AHA alternate delegates include 


Brady J.:Dayton, administrator of 


Peninsula General Hospital, Salis- 
bury; Mr. Fisher and Mr. Ludewig. 


isdiction of The Methodist Church, 
Louisville, will discuss spiritual 
life in the hospital. The Rev. Ray 
Anderson, D.D., pastor of the 
Fourth Presbyterian Church, Chi- 
cago, is slated to comment on 
the guiding principle of Ambrose 
Paré, “father of French surgery”. 


On the first two days of the con- 


vention, the following denomina- 


tional groups will meet in separate 
sessions: National Association of 
Methodist Hospitals and Homes, 
Commission on Benevolent Insti- 
tutions—Evangelical and Reform- 
ed Church, The Salvation Army, 
Episcopal Hospital Assembly, 
Lutheran Hospital Association, 
Southwide Baptist Hospital Asso- 
ciation, American Baptist Associa- 


tion, Association of Mennonite | 


Hospitals and Homes, and the 
Presbyterian Hospital Chaplains 
and Administrators. The Associa- 
tion of Protestant Hospital Chap- 
lains will meet on Thursday after- 
noon, February 10, and Friday 
morning, February 11. 

On Friday afternoon the high- 
lights of these denominational and 
chaplains’ meetings will be re- 
ported at the general session. At 
that time, also, the Rev. Carl C. 


Rasche, administrator of Evan- . 


gelical Deaconess Hospital, St. 
Louis, will be installed as the 
1955-56 president of the American 
Protestant Hospital Association. 


Sections of Commissions’ Reports 
To Be of Interest to Hospitals 


Official reports, which are sched- 
uled to be presented to Congress 
and to the President early in 1955, 
will have important bearing upon 
regulatory changes and legislative 
reforms affecting the government’ 
executive branch. 

Recommendations are to be 
made by the Hoover Commission 
and the Commission on Intergov- 
ernmental Relations. Their studies 
during the past year have been 
concerned with the following sub- 
jects, to mention only those that 
affect or are of interest to the 
nation’s hospitals: 

q Federal assistance in hospital 
construction, particularly under 
the Hill-Burton Act; adequacy of 
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financial aid; distribution formu- 
lae; duration of program; and 
other factors. 

q Hospitalization and medical care 
for dependents of servicemen—to 
what extent is it justified and 
necessary, and the means to be 
adopted for fulfillment of this ob- 
ligation (utilization of military 
personnel and facilities, Blue 
Cross, etc.). 

q Federal grants-in-aid to hos- 
pitals, medical schools and other 
institutions for support of re- 
search; amount of appropriations; 
federal controls; allowances for 
overhead expenses; and miscellan- 
eous aspects. 

q Administrative management of 
the government's large hospital 
system—whether or not it should 
be consolidated under a single 
agency, as the first Hoover Com- 
mission recommended seven years 
ago. 


The Commission headed by 


former President Herbert Hoover 
already has received the recom- 
mendations of its Medical Task 
Force. The Commission on Inter- 
governmental Relations, which 
Meyer Kestenbaum heads, also has 
received the findings of its public 
health committee. 


ACS Regents Vote to Accept 
Anesthesiologists as Fellows 


Anesthesiologists will be ac- 
cepted as fellows of the American 
College of Surgeons for the first 
time, it was announced by the ACS 
board of regents at their recent 
meeting in Atlantic City. 

The American College of Surg- 
eons, the world’s largest organiza- 
tion of surgeons, with 20,000 mem- 
bers, customarily has limited its 
membership to surgical special- 
ists. Hitherto, it has not admitted 
specialists in anesthesia as such. 

“It now has opened its ranks 
to anesthesiologists as part of the 
college’s obligation to protect the 
public and the profession in the 
provision of safe and efficient 
anesthesia for surgical patients.” 
said Dr. Loyal Davis of Chicago, 
chairman of the Requirements for 
Fellowship Committee, acting as 
spokesman for the board. 

The action of the regents was 
urged by Dr. Evarts A. Graham of 
St. Louis, retiring chairman of the 
board, following discussions with 
a small group of anesthesiologists. 
“This is an important policy deci- 
sion,” said Dr. Graham. 

A fellowship pledge, similar in 
moral intent to the one taken by 
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State Groups Elect Officers 


IMMEDIATE post president of the Virginia Hospital Association Homer E. Alberti, (first from 
left), administrator of the Winchester (Vo.) Memorial Hospital, is photographed with the 
new VHA officers, elected at the group's December meeting in Roanoke. Pictured from left to 
right: Mr. Alberti; president, Wolter L. Beale, superintendent of the Norfolk (Va.}) General 
Hospital; president-elect, Robert H. Thomas, director of Grace Hospital, Richmond; secre- 
tary, Raymond E. Hogan, administrator of Giles Memorial Hospital, Pearisburg; and treas- 
urer, W. C. Bloxom, administrator of the Johnston-Willis Hospital, Richmond. 


In early December the following state hospital associations elected new 


officers: 


Illinois: President, Wendell H. Carlson, administrator, Englewood Hos- 
pital, Chicago; president-elect, Leonard W. Hamblin, administrator, 
Deaconess Hospital, Freeport, first vice-president, Rev. John Weishar, 
director of Catholic hospitals, Diocese of Peoria; second vice-president, 
Dr. Stephen Manheimer, director, Mount Sinai Hospital, Chicago; and 
secretary-treasurer, Veronica F. Miller, R.N., superintendent, Henrotin 


each surgeon, who is a fellow in 
the American College of Surgeons, 
will be required of each anesthesi- 
ologist accepted for membership. 

Calling on the fellow so class- 
ified to “place the welfare of my 
patients above all else” and “to 
regard the relationship between 
the anesthesiologist and the sur- 
geon as a cooperative effort,” the 
pledge imposes two requirements. 

One pledges the candidate not 
to “interfere with my fellow an- 
esthesiologists in their free choice 
of an ethical method of receiving 
compensation for their services.”’ 

Another requirement pledges 
the candidate “not to oppose the 


training of nurse anesthetists... 


providing that their instruction 
and practice is under the super- 
vision of a recognized and qualified 
anesthesiologist.” 

“In the interest of the public, 
nurse anesthetist services must 
not be opposed but improved,” said 
Dr. Graham. 

To qualify as a fellow in the 
American College of Surgeons in 
the classification of anesthesiolo- 
gist, a doctor of medicine must 
have at least two years’ approved 
residency training in that specialty 
and four years of practice in an- 
esthesiology and must limit his 
practice to his specialty. He must 
submit evidence that he has ad- 
ministered various types of anes- 
thesia to 2,000 hospital patients, 
or, in lieu of this and at the dis- 
cretion of the college, shows certi- 
fication by the American Board of 
Anesthesiology. 


Hospital, Chicago. 

Missouri: President, H. L. Burgin, 
associate director of St. Louis 
Maternity Hospital, St. Louis; 
president-elect, Bertha Hochuli, 
R.N., administrator, Boone County 
Hospital, Columbia; first vice-. 
president, G. O. Lindgren, admin- 
istrator, Trinity Lutheran Hospi- 
tal, Kansas City; second vice- 
president, Sister Mary Consolata, 
R.S.M., administrator, St. John’s 
Hospital, Joplin; and treasurer, 
Rev. E. C. Hofius, superintendent, 
Lutheran Hospital, St. Louis. 

Rhode Island: President, William 
K. Turner, director, Newport 
(R. I.) Hospital; vice-president, 
Franklin P. Iams, assistant direc- 
tor, Rhode Island Hospital, Provi- 
dence; secretary, Robert P. Math- 
ieu, assistant superintendent, Me- 
morial Hospital, Pawtucket; and 
treasurer, Nicholas Janson, 
business manager, State Hospital 


CORRECTION 


In the article, “Health Prob- 
lems—A Business Man’s View,” 
by Benson Ford published in the 
December issue of HOSPITALS, 
an error occurred in the text on 
page 148. The sentence read, “I 
believe that we do not have the | 
means of meeting that human 
desire, and that the problem is 
primarily one of organizing our 
resources.” It should have read, 
“I believe that we do have the 
means of meeting ...”’. 


The editors regret the error. 
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for Mental Diseases, Howard. 

Mr. Iams and Mr. Turner have 
been elected to serve as AHA dele- 
gate and alternate delegate, re- 
spectively. 

Virginia: President, Walter L. 
Beale, superintendent, Norfolk 
(Va.) Hospital; president-elect, 
Robert H. Thomas, administrator, 
Grace Hospital, Richmond; secre- 
tary, Raymond E. Hogan, adminis- 
trator, Giles Memorial Hospital, 
Pearisburg; and treasurer, W. C. 
Bloxom,.s administrator, Johnston- 
Willis Hospital, Richmond. 


Council Members Meet 
To Discuss Hospital Problems 


John H. Hayes, consultant to 
the Lenox Hill Hospital, New York 


City, and chairman of the Com-_. 


- mittee on Careers in Nursing, Na- 
_ tional League for Nursing, was the 
guest speaker at the recent quar- 
terly meeting of the Hospital 
Council of Philadelphia. 

Among the administrators pres- 
ent to discuss their hospital prob- 
lems with Mr. Hayes were: Charles 
S. Paxton Jr., chairman of the 
council’s advisory board and su- 
perintendent of the Delaware 
County Hospital, Drexel Hill, Pa.; 
Dr. Madison B. Brown, executive 


vice-president of Hahnemann | 


Medical College and Hospital, 
Philadelphia; Harold T. Prentzel, 
administrator of Montgomery Hos- 
pital, Norristown, Pa.; and Dr. 
Lloyd Mussells, executive director 
of Philadelphia General Hospital. 
C. Rufus Rorem is executive di- 
rector of the council. 


Agenda Set for Midyear Conference 


Hospital-physician relations and uniform accounting are among the 
nine general topics slated for discussion at this year’s American Hos- 
pital Association Midyear Conference for Presidents and Secretaries of 
national, provincial, regional and state hospital associations. 


Scheduled for Chicago’s Palmer 
House on February 4 and 5, the 
1955 Midyear Conference under 
the theme, “Working Together 
for Better Patient Care”, is 
planned to accomplish these three 
purposes: 

1. To review some of the im- 
portant activities going on na- 
tionally that affect hospitals gen- 
erally, and that state and regional 


- associations should consider from 


the standpoint of project develop- 
ment or convention presentation. 


2. To bring out specific ways in 
which these activities are being 
handled in two or three states. 


3. To allow opportunity for dis- 
cussion on specific matters affect- 
ing states with similar programs or 
those considering progra: devel- 


opment on the particular topic. 


In each of nine discussion areas, 


‘there will be a period of 15 to 30 


minutes for presentation of na- 
tional activities in that area. Two 
or three state associations will then 
report on specific activities in re- 
gard to the topic under discussion. 
The third portion of each session 
will be devoted to a general dis- 
cussion of the topic at hand. 

The nine discussion topics in- 
clude: hospital-physician relations, 
hospital-nursing relations, legis- 


OFFICERS and trustees of the Illinois Hospital Association gather following their election 
ingfield, December 2-3. Seated ore [left to right): imme- 
H. Duncon, administrator of Carle Memoricl Hospital, Urbana: 


at the IHA annual meeting in 
diate past president, Ru 


president, Wendell H. Carlson, administrator of Englewood Hospital, Chicago; president- 
elect, Leonard W. Hamblin, administrator of Deaconess Hospital, Freeport. Standing ore 
(left to right}: trustee, Delbert L. Price, administrator of Children’s Memorial Hospital, 

j : trustee, Ray E. Brown, superintendent of the University of Chicago Clinics; first 
vice-president, Rev. John Weishar, director of Catholic hospitals, Diocese of Peoria; and 
trustee, Leon C. Pullen Jr., administrator of Decatur and Macon County Hospital, Decatur. 
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lation, small hospitals, institutes, 
uniform accounting, Blue Cross, 


hospital insurance, and auxiliaries. . 


At the closing session, Ray E. 
Brown, president-elect of the 
American Hospital Association, 
will address the group on the ex- 
pansion of national and state ac- 
tivities with particular emphasis 
on the coordination of state and 
national activities to best serve and 
assist hospitals and the health field 
in meeting their needs and prob- 
lems. 

The Midyear Conference, which 
the Association has sponsored for 
more than 30 years, offers hospital 
association personnel an oppertu- 
nity to exchange information on 
what they are doing and that may 
be of benefit to other state groups. 
This conference is primarily con- 
cerned with ways of improving 
hospital services throughout the 
organized, planned and integrated 
efforts of associations. 


Companies Answer Complaints 
of Federal Trade Commission 

The Federal Trade Commission, 
as of December 21, has received 
answers from two of the 17 com- 
panies charged by the Commission 
with “false and misleading” ad- 
vertising of medical care and hos- 
pitalization insurance. 

In its answer, Travelers Health 
Association of Omaha stated that 
it pays claims fairly for all dis- 
eases covered; that untruthfulness 
or fraud on part of policy-holder 
are the only reason for nonpay- 
ment of sickness benefits, and de- 
nied the FTC’s allegations that it 
reduces benefit payments to clients 
holding other insurance protection. 

American Hospital and Life In- 
surance Company of San Antonio 
denied its advertising is mislead- 
ing, pointed out that it makes 
coverage limitations clear to pros- 
pective purchasers, and defended 
its representation on scales of pay- 
ment for surgeons’ fees. 

Commercial Travelers Mutual 
Accident Association of America, 
Utica, N. Y., filed notice of motion 
for dismissal of the FTC com- 
plaint. 

As of December 21, the dates for 
the scheduled hearings were not 
available, but it was felt they 
would be held early this month. 
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Oregon Administrator Named 
Benton County Citizen for 1954 


Virginia M. Welch, administra- 
tor of Good Samaritan Hospital, 
Corvallis, Ore., was recently hon- 
ored for her outstanding work as 
administrator and active partici- 
pant in organization work. In de- 
claring Miss Welch, “Benton Coun- 
ty Citizen for 1954,” chamber of 
commerce officials cited her for 
“service beyond the call of duty” 
and for that “extra added effort” 
to provide happiness and comfort. 

Miss Welch came to the Corvallis 
hospital in 1948 as director of 
nurses. In addition to her present 
administrative duties, Miss Welch 
serves as program chairman of the 
Oregon Association of Hospitals 
and as a member of the legislative 
committee of the Oregon Nurses 
Association. 


Dr. Paul S. Ferguson Dies; 
Wes Former ACS Staff Member 


Dr. Paul S. Ferguson, Medical 
Director and Assistant Superin- 
tendent of Knoxville (Tennessee) 
General Hospital died December 
28 in that hospital. A former mem- 
ber of the American College of 
Surgeons, he headed that organi- 
zations’ program of hospital stand- 
ardization from late 1950 until 
the function was absorbed by the 
Joint Commission on Accreditation 
of Hospitals. 

He joined the College staff in 
1939, served successively as ad- 
ministrative assistant and assistant 
director of hospital activities. 


Korean Veterans on Gi Bill In 
Health Sciences Number 10,000 


Only two per cent of the Korean 
veterans who, to date, have availed 
themselves of government-sup- 
ported educational benefits are 
taking training in health sciences. 

According to a recent compila- 
tion by the Veterans Administra- 
tion, slightly more than 500,000 
young men and women had en- 
rolled for training of one kind or 
another in the first two years of 
the GI Bill program. About one- 
half of them were at college level 
or higher, and the remainder were 
taking on-the-job or on-the-farm 
training or sub-college education. 

Approximately 10,000 had signed 
up for professional training in the 
health sciences, exclusive of the 
3,000 enrolled for pre-medical, 
pre-dental and other types of pre- 
professional education. 


STATE, TERRITORIAL HEALTH OFFICERS— 


Approve Four-Point Hospital Program 


The Association of State and Territorial Health Officers, at its annual _ 
meeting in Washington recently, approved the following four-point pro- 
gram upon recommendation of its hospital committee: 

1. That the states continue their project—appraisal activities, broad- 
ening their scope to include all types of facilities that have received as- 


sistance under the program. 

2. That the states, in developing 
plans, continue cooperation with 
medical societies, nursing homes, 
rehabilitation groups, accrediting 
agencies and other interested 
agencies. 

3. That, in development of a 
plan, the state agency implement 
the medical facilities section of 
the Act through the continuing 
surveys of the existing hospital 
construction program in order to 


Medical Director Presents 
Report on VA Operations 


Vice Adm. Joel T. Boone, chief 
medical director of the Veterans 
Administration, presented a de- 
tailed account of VA hospital op- 
erations under his stewardship in 
an address November 29 before 
the Association of Military Sur- 
geons. His concluding remarks 
were: 

“It is not in a spirit of boast- 
fulness that I point to these ac- 
complishments. To the dedicated 
people on the fulltime staff in each 
of the 172 VA hospitals goes the 
credit; to the equally-dedicated 
people who work in our outpatient 
clinics scattered throughout the 
country goes the credit; to the 
non-VA physicians and dentists, 


- engaged in private practice, who 


give of their time and effort to 
serve our patients as attendants 


and consultants goes the credit; 


to the private physicians who 
furnish our patients home-town 
care on a fee basis goes the credit; 


to the 72 medical schools and all 


the dental schools of this nation 
that have associated themselves 
with our Veterans Administration 
hospitals goes the credit. 

“As I look at the accomplish- 


ments of their efforts, as.I witness. 


this display of fine teamwork, I 
cannot conceive why some would 
append the label of socialized 


_ medicine upon what we are doing. 


“VA medicine is part and parcel 
of American medicine. As all seg- 
ments of American medicine work 
together in harmony and mutual 


trust, there will be achieved ever | 


greater marvels in the mainte- 


- nance of national health.” — 


_ provide proper evaluation of need 


and of anticipated usage of fa- 
cilities as a basis for an integrated 
plan for construction. 

4. That hospital construction 
authorities seek advice and assist- 
ance of other state personnel con- 
cerned with facilities for the 
mentally ill, in connection with 
surveys and development of plans, 
and that state mental health 
authorities collaborate actively in 
such measures. 

The association also adopted this 
statement of principle: “Because 
their responsibility in relationship — 
to medical and nursing home fa- 
cilities is of a medical and health 
nature, and because of the possi- 
bility of rehabilitation in this field, 
the state and local health officers 
(should) reaffirm their responsi- 
bility in the supervision of chronic 
disease hospitals and nursing 
homes and the respective states 
should be urged to emphasize ac- 
tivities in this area in cooperation 
with state welfare and state fire 
marshal agencies.”’ 3 

The assembled health commis- 
sioners also: 

q Reaffirmed their resolution of 
1953, which indorsed routine chest 
examination of patients on mission, 
as well as periodic chest x-rays of 
staff members. 

q Recommended that, in the 
event that the Salk vaccine against 
poliomyelitis is licensed and re- 
leased in 1955, first priority for 
administration should be children 
in. first and second grades of 
school. 

q Called upon Congress to con- 
fer military status on the Commis- 
sioned Corps of the Public Health 
Service giving its members equal 
status with Army, Navy and Air 
Force. 


Expect Early Hearings 
On Doctor-Draft Legislation 


Congressional hearings are ex- 
pected to start soon on Adminis- 
tration-sponsored legislation for 
extension of the draft, a subject 
vitally affecting the nation’s teach- 
ing hospitals and their require- 
ments for residents. 

Acting upon the assumption 
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ONAN Electric Plants guard 
all essential services 


. If the check-chart above shows standby power for operating 
: and delivery rooms only, your hospital may be inadequately 


= protected. Interruption of any important hospital service 
WHAT WILL COMPLETE | because equipment can’t be operated, may endanger lives. 
PROTECTION COST? Property too may suffer damage. . 
side of died Onan Emergency Electric Plants, available in sizes up to 
, from 1,000 to 100,000 watts... permits you | 100,000 watts, have the capacity to operate whatever you 
to choose the plant that fits your capacity decide is essential 
requirements exactly . . . keeps cost in line 


. elevator, automatic heating system, 


with the need. Let us know equipment ventilators, X-ray machines, communications, lighting and | 


must be operated by emergency electricity; 


other equipment. All Onan standby units can be equipped 
we will recomm 
od cane ra with controls which start the electric plant automatically 


when power is interrupted and stop it when power is 
restored. 


and estimate the cost. 


Write for special folder on | 
standby electric power for hospitals | 
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that the special doctor-draft law 
will be allowed to terminate in 
June and t the regular draft 
law will be e ded, the Depart- 
ment of Defense’ has worked out a 
plan for deferring a certain num- 
ber of residents each year. This 
deferment would be given to young 
physicians who, even though the 
doctor-draft were abandoned, still 
would be vulnerable for military 
service under provisions of the 
regular draft law. 

Planning of the residency-de- 
ferment program has been com- 
plicated by conflicting statistics 
that have been acquired on in- 
terns currently in training. The 
medical advisory committee to the 
Selective Service headquarters es- 
timates that approximately 2,700 
of this year’s interns will be liable 
for military duty when they com- 
plete their internships this sum- 
mer. The Department of Defense, 
on the basis of its own studies, 
sets the figure at 3,000. Calcula- 
tions based on total number of 
interns this year would place the 
number in excess of 3,500. 

A check made recently by the 
medical division of Selective Serv- 
ice indicated that considerably less 
than 2,700 interns would be draft- 
vulnerable next July. The exact 
figure was not made public, pend- 
ing its disclosure to Congress 
early this year. 

Meantime, March will be the 
call-up month for 1,275 physicians 
under the provisions of the doctor- 
draft law. In order to make the 
quota set by the Department of 


Defense, Selective Service expects | 


to take all Priority I and Priority 
II doctors tagged available by their 
local draft boards. It also will be 
necessary to send draft notices to 
Priority III physicians under 38 
years of age. | 


Detroit Civil Defense Recruits 
Personnel for Emergency 


A campaign to recruit nonpro- 
fessional medical personnel has 
been launched by the Detroit Of- 
fice of Civil Defense. 

At 30 casualty stations in De- 
troit schools, physicians, who have 
volunteered to serve as station 
leaders, will instruct recruits on 
how an emergency hospital will 
function at the time of disaster. 
Each casualty station will need ap- 
proximately 500 volunteers. 

Nonprofessional recruits will 
serve as first-aid personnel, nurses 
aides, ambulance drivers, attend- 
ants, medical rescue personnel and 
clerks. 


State Associations Choose Officers 


NEW OFFICERS and trustees of the Florida Hospital Association include (seated, from left 


to right): secretary-treasurer, Steve F. McCrimmon, director of Doctors’ Hospital, Coral . 


Gables; president, Pat N. Groner, administrator of Baptist Hospital, Pensacola; immediate 
past president, John F. Wymer Jr., administrator of Good Samaritan Hospital, West Palm 
Beach; and persident-elect, Robert B. Eleazer Jr., administrator of Morrell Memorial Hospital, 
Lakeland. Standing are (from left to right): trustee, Arthur G. Burns, Bay Memorial Hospital, 


‘Panama City; trustee, Joseph F. McAloon, administrator of Memorial Hospital, Holly- 


wood; and trustee, Wilbur C. McLin, administrator of Mound Park Hospital, St. Petersburg. 


New officers of the Arizona, Connecticut, Florida, Kansas, Michigan 
and Minnesota Hospital Associations include: 


Arizona: President, Dr. Francis J. Bean, superintendent, Pima County © 


General Hospital, Tucson; vice-president, Carroll F. Phelps, administra- 
tor, St. Luke’s Hospital, Phoenix; and secretary-treasurer, Guy M. Han- 
ner, administrator, Good Samaritan Hospital, Phoenix. 


Connecticut: President, Dr. A. W. 
Snoke, director, Grace-New Haven 
(Conn.) Community Hospital; 
president-elect, André Blumenthal, 
trustee, Norwalk (Conn.) Hospi- 
tal; secretary, Stuart W. Knox, 
160 St. Ronan St., New Haven 11; 
and treasurer, Charles T. Tread- 


way Jr., president of the board of | 


trustees, Bristol (Conn.) Hospital. 
Delegate to the American Hospi- 


tal Association is Edward K. War- 


ren, trustee of the Greenwich 
(Conn.) Hospital, and Mr. Knox 
will serve as the alternate dele- 
gate. 

Florida: President, Pat N. Groner, 
administrator, Baptist Hospital, 
Pensacola; president-elect, Robert 
B. Eleazer Jr., administrator, 
Morrell Memorial Hospital, Lake- 
land; secretary-treasurer, Steve 
F. McCrimmon, director, Doctors’ 
Hospital, Coral Gables; and dele- 
gate to the American Hospital As- 
sociation, Tracy B. Hare, admin- 
istrator, Variety Children’s Hospi- 
tal, Miami. 

Kansas: President, Sister M. Ben- 
igna, O.P., administrator, St. Rose 
Hospital, Great Bend; president- 
elect, Robert A. Molgren, admin- 
istrator, University of Kansas 
Medical Center, Kansas City; vice- 
president, Samuel Janzen, admin- 
istrator, Kiowa County Memorial 


Hospital, Greensburg; and treas- 
urer, Fred M. Walters, adminis- 
trator, Atchison, Topeka and Santa 
Fe Hospital, Topeka. 


Michigan: President, Andrew 


Pattullo, director, Division of Hos- 
pitals, W. K. Kellogg Foundation, 
Battle Creek; president-elect, Mil- 
dred Riese, R.N., administrator, 
Children’s Hospital of Michigan, 
Detroit; executive secretary, Allan 
Barth, 405 Bauch Bldg., Lansing 
8; and treasurer, Ralph C. Hutch- 
ins, superintendent, Hurley Hospi- 
tal, Flint. 

Delegates to the American Hos- 
pital Association are B. D. Dann, 
superintendent of Hackley Hospi- 
tal, Muskegon, and Glen W. Fau- 
sey, director of the Edward W. 
Sparrow Hospital, Lansing. AHA 


alternate delegates include Rev. 


W. C. Perdew, superintendent of 

the Bronson Methodist Hospital, 

Kalamazoo, and Miss Riese. 
Minnesota: President, Kenneth 


J. Holmquist, superintendent, Min- 


neapolis (Minn.) General Hospi- 
tal; president-elect, Gilbert L. 
Cake, administrator, St. Lucas 
Deaconess Hospital, Faribault; 


_ first vice-president, Sister M. Lor- 


etta, administrator, St. Mary’s 
Hospital, Duluth; second vice- 
president, Jean D. Conklin, sup- 
erintendent, Gillette State Hos- 
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pital for Crippled Children, St. 
Paul; executive secretary, Glen 
Taylor, Students’ Health Service, 
University of Minnesota; and 
treasurer, James W. Stephan, 
course in hospital administration, 
University of Minnesota. 


Richard K. Fox of St. Luke’s 


Hospital, Duluth, and Frank R. 
Briggs, administrator of Abbott 
Hospital, Minneapolis, will serve 
as AHA delegate and alternate 
respectively. 


G. L. Pickering, New President 
Of Manitoba jospital Group 

G. L. Pickering, comptroller of 
the St. Boniface (Man.) Hospital, 
recently was installed as the new 
president of the Associated Hos- 
pitals of Manitoba. 


Other new officers include: first | 


vice-president, John Gardner of 
Dauphin; second vice-president, T. 
A. J. Gunnings, executive director 
of the Sanatorium Board of Mani- 
toba, Winnipeg; executive secre- 


tary, R. G. Goodman, 116 Edmon-— 


ton St., Winnipeg; and secretary 
treasurer, J. E. Robinson, superin- 
tendent of Children’s Hospital, 
Winnipeg. 


AHA ANNUAL RATE SURVEY— 


Shows Hospital Rates Up to Five Pes Cent 


Hospital rates in general hospitals in the United States increased about 
five per cent in the past year, according to the recently-published AHA 
survey of room rates and charges in hospitals in the United States, its 


territories and Canada. 

The 37-page report, Hospital 
Rates 1954, is based on 2,582 use- 
able questionnaires completed by 
AHA member hospitals. Federal 
and large municipal hospitals did 
not participate in the survey be- 
cause their rate structures are 
not comparable with the majority 
of general hospitals. 

The survey showed that average 
room rates charged by the U. S. 
hospitals reporting in the survey 
are: one-person rooms, $13.55; for 
two-person rooms, $10.81; and for 
multi-bed rooms, $9.33. 

The rate figure, as used by the 
AHA report, covers the hospital 
room, all meals on general and 
modified diets, general nursing 
service, the patient’s medical rec- 
ord, routine housekeeping, etc. The 
cost of routine drugs is also in- 
cluded in the rate figures quoted 
by more than 80 per cent of the 


RECENTLY-ISSUED STATISTICS SHOW— 
Extent of Health Insurance Coverage 


A recent statistical report by the Bureau of Labor Statistics deals with 
the extent of hospitalization and medical care coverage among plant and 
office workers in 17 major labor market areas of the country. Some six 
million wage earners were surveyed, only five per cent of whom were not 


covered by any type of private 
health insurance or pension ar- 
rangements. 


Eighty per cent of the total were 
protected against hospital ex- 
penses, with employers paying all 
or part of the premium costs. For 
all office workers, extent of cover- 
age ranged from 86 per cent in Los 
Angeles to 52 per cent in New 
Orleans. For factory employees, 
it ranged from 89 per cent in Mil- 
waukee and 88 per cent in Los 
Angeles and Detroit, to 45 per cent 
in New Orleans. 


The Social Security Administra- 
tion’s 1953. statistics on the extent 
of voluntary health insurance ben- 
efits estimate private expenditures 
for all aspects of health care (hos- 
pitalization, professional services, 
drugs, appliances and net costs of 
health insurance) at $9,866,000,- 
000, an increase of 630 million 
dollars over 1952. Fifty-eight per 
cent of the total ($5,684,000,000) 
went for physicians’ and hospital 
services, divided almost equally. 

Voluntary insurance plans of all 
types had $2,404,600,000 in earned 


income, of which approximately 80 
per cent was paid out in benefits. 
Hospitalization premiums yielded 
$1,571,300,000 and those for phy- 
sicians’ services, $833,300,000. 

Of the total of $1,919,200,000 


paid out in benefits, $1,287,000,000 


(67 per cent) was for hospital 
services. Blue Cross plans had ag- 


gregate premium income of $708,- 


400,000, of which 88.5 per cent 
was returned to members in bene- 
fits. Thus it was second, income- 
wise, only to commercial group 
insurance, which had an income of 
$722,600,000, of which 86.6 per 
cent went for benefits. : 
Another report by the Social 
Security "Administration on 1953 
experience deals with payments 
and costs under workmen’s com- 
pensation laws. Compensation for 
wage loss and medical benefits 
totaled 846 million dollars, with 
private carriers bearing 62 per 
cent; state funds, 25 per cent; 
and self-insurers, the remainder. 
About one-third of the payments 
(280 million dollars) were for 
medical care and hospitalization. 


reporting hhneinttals with 500 or 
more beds. 

_ In the survey returns, the high- 
est rate reported for a one-person 
room was 35 dollars, by a Mary- 
land hospital, and the lowest figure 
was 5 dollars, by a Louisiana hos- 
pital Two-person room rates 
varied from 26 (Ohio) to 5 dollars 
(Mississippi), and multi-bed room 
rates from $23.50 (Ohio) to 2 
dollars (Texas and Louisiana). 
In Canada, the highest rates 
charged for all accommodations, 
as reported in the survey, were in 
hospitals in British Columbia; the 
lowest, in hospitals in the Mar- 
itime Provinces. 

Among the re received 
from the larger cities of the United 
States, the highest average rates 
for one-and two-person rooms are 
in Cleveland, and for multi-bed 
rooms, San Francisco. The lowest 
average rates for all types of ac- 
commodations, as reported in the 
Association survey, are in New 
Orleans. 

Forty-seven per cent of the 
U. S. hospitals and 73.3 per cent of 
the Canadian hospitals reporting 
in this survey require an advance 
deposit from patients, who are 
responsible for paying their own 
hospital bills and who have no 
Blue Cross, commercial insurance 
or guarantor. 


Seek Budget Bureau Approval 
on Surplus Goods Directive 


When Congress passed the Fed- 
eral Property Administrative Serv- 
ice Act of 1949 (Public Law 152), 
it expressed its intent as follows: 

. that from time to time, there 
will become surplus to the govern- 
ment, books, equipment, or other 
supplies, the sale of which would 
realize little monetary return but 
which would be usable by and of 
great benefit to our schools and 
colleges.” 

Over the past several years, 
many hospitals have benefited from 
the use of equipment received 
under this Federal Government 
Surplus Property Donation Pro- 


A recent Pentagon order (De- 
fense. Directive Number 7420.1) 


has raised some concern among . 


hospital administrators in that it 
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gives you more capacity 


FULL SIZE MEAT PANS | 


The top deck is equipped with two full SS 
size mect pons in addition to six deep - 
wells. A variety of sizes in squore and 
rectongulor insets ore available. This 
flexibility of pen arrangements provides 


for selective menu service.. 


CONSTRUCTION 


ideal's exclusive bridge type construction per- 
mits the weight of food and vtensils to be corried 
through the frame to rest on the chassis The 
20-govuge stainless steel top deck connet sag. 
and con corry considerable extra weight witheyt 
damage Only ideal gives such extra strength, 
plug lifetime durability. 


DEEP WELLS 


@ greoter capacity for serving number 
of meats, vegetables and other solid 


BEVERAGE 
DISPENSING PUMP 


Hes potented sanitary no-drip 
splash-proof spovt. One 
stroke of the ideal pump 
fills a cup with mitk, 
coffee, bovillon or grovy. 
Entire contents of the 
utensi! ore dispensed. 

All parts dismontied for easy 
cleaning. At small oaddi- 
tional cost. 


IDEAL'S Menu-Moster is avoilable in both indoor tiene! pon when desired. 
end outdoor models. Outdoor truck assembly is 
itlystreted at right. 


The trend toward special diets in today’s modern 

hospital demands greater flexibility in the top deck 

arrangement of your food conveyor. IDEAL’S 
Menu-Master, Model 1062, has it! 


s 


~ 


IDEAL’S Menu-Master, made of gleaming stainless steel 

throughout, provides plenty of room for combinations 

of square and rectangular pans — without sacrificing 
valuable beverage capacity. 


@ Write for free catalog 
which includes a use 
_ chart and instructions 


for the various pon 


combinations. 
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Six deep wells provide ample 
capacity for soups, beverages 
end other liquids Two of 
the wells con be uted either 
hot or cold with an exclusive 
ideal toggle switch arrenge- 
ment, of shgh?t odditionol 
cost Full pecked gloss fiber 
insulotion keeps foods hot 
longer, insures food service 
at oven-hot temperatures. 


DUAL DUTY 
COVERS 


Opened horizrentelly 
these seamless, stointess 
steel meot pon covers 
also provide extra serv- 
ing spoce. 


THERMOSTATIC 
CONTROL 


Robertshaw Automatic 
Thermostot assures foods 


Weorming drowers directly below temperatures. 


IDEAL Menu-Masters see daily use in the 
selective menu system at Cook County Hos- 
pital, Chicago, Iilinois. The Menu-Master in- 
sures oven-fresh, oppetizing food serving. 


Made only by 
SWARTZBAUGH 


MANUFACTURING 
COMPANY 


MURFREESBORO, TENN. 


NON-SAG 
? 
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> 
SS 
WARMING DRAWERS THE IDEAL thet 
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permits the sale of surplus prop- 
erty to private salvage companies 
which, they fear, may result in 
only a small percentage of its 
value being received by the gov- 
ernment in sale proceeds. 

Some hospitals and many public 
institutions have indicated that 
this Pentagon order has severely 


limited the amount of surplus 


government equipment that could 
be made available to them under 
the terms of Public Law 152. 
The Defense Department has 
just concluded a joint field review 
of this problem, conducted by rep- 
resentatives of the Pentagon, the 


Bureau of the Budget, the Gov- 
ernment Services Administration 
and the Department of Health, Ed- 
ucation and Welfare. As a result 
of this joint study a recommenda- 
tion has gone forward to the 
Bureau of the Budget for approval 
of a modification of the Pentagon 
directive. 

This modification proposes that 
surplus property be made avail- 
able to educational and public 
health institutions to the limit that 
it is compatible with the legal re- 
quirements of the amendments to 
the National Security Act of 1949. 


Specifically, the proposed modifi- . 
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Explosion-Proof 


PORTABLE EYE MAGNET 


The powerful, dependable Lancaster Eye Magnet has 
been redesigned by our engineers and is now the first— 
the only — portable eye magnet completely explosion- — 
proof—completely safe—for use in any operating room 
in the presence of explosive atmospheres. (Patent Ap- 
plied For.) It is noiseless, requires no “warming up” 
period. The single control is the momentary contact, ex- 
losion-proof footswitch. Complete in sturdy black 
therette covered case, with 3 interchangeable silvered 
probe tips, two sterilizable cloth sleeves, necessary 
wrenches, utility tray. For 115 volts, AC only. 


Mueller 


330 SOUTH HONORE STREET 


CHICAGO 12, ILLINOIS 


Branches Now In 
DALLAS, TEXAS — ROCHESTER, MINN. — HOUSTON, TEXAS 


cation allows donations of surplus 
government property for health, 
educational and welfare purposes 
when the sale of such property 
would realize no substantial return 


to a Defense Department stock — 


fund after payment of costs of 
preparation for sale, handling and 
selling such property. 


Hospital Construction in 1954 , 
Expected to Top ‘53 Totals 


In spite of a seasonal decline in 
November, hospital construction in 
1954 is virtually certain to run 
ahead of 1953. | 

Figures compiled by the Bureau 
of Labor Statistics disclose that 
633 million dollars in hospital con- 
struction was initiated during the 
first 11 months of 1954, compared 
with 627 million dollars for the 
corresponding period in 1953. 

Tax-supported hospitals (in- 
cluding related institutions) ac- 


counted for 326 million dollars of 


the 1l-month total; and privute 
hospitais and institutions, 307 mil- 
lion dollars. These figures repre- 
sented, respectively, a one per cent 
decline and a five per cent rise in 
comparison with the first 11 
months of 1953. 


400,000 Nurses on Active Duty 
In U. S., Survey Reports 


More than half of the 400,000 


nurses now on active duty in the. 


United States are working in hos- 
pitals, a recent Public Health Serv- 
ice survey indicates. This figure 
represents a 15 per cent increase 
in the past four years. 

The survey further estimates 
that there are 74,000 private duty 
nurses, 35,200 nurses working in 
physicians’ offices, 25,300 public 
health nurses, 14,000 industrial 
nurses, 8,200 nurse educators and 
1,900 in a variety of other fields. 


ACHA President Announces 
New Series of Conferences 


A new type of educational con- 
ference on current administrative 
problems is being planned for af- 
filiates of the American College of 


Hospital Administrators in 1955, . 


Dr. Albert C. Kerlikowske, ACHA 
president, has announced. 

These five-day meetings will re- 
place the Human Relations Con- 
ferences, but will embrace many 
features of those conferences. The 


“new sessions will include lectures 


by university faculty members on 
topics of current interest to hos- 
pital administrators. 

The conferences will be held at 
the Hotel New Yorker, New York 
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Rust-proof Monel loading 
carriage teams up with 
Nickel-Clad walls in this 
American Sterilizer unit to 
prevent damage from rust 
spots when sterilizing bed- 
ding. 


inthis  . 


American-built sterilizer 


at New York's Beekman-Downtown Hospital 


Nickel cladding and Monel 
keep bedding immaculate 


Here’s one of the Monel auto- 
claves that American installed in 
Beekman-Downtown’s Central 


Sterile Supply. It’s being loaded 


with gauze packs. 
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For the Beekman-Downtown Hospital 
this -bulk sterilizer was a wonderful 
buy. 

For one thing, bedding sterilized in 
it is immaculate. That’s because it’s 
made of Lukens Nickel-Clad Steel. 
Combined with nickel’s resistance to 
corrosion and freedom from rust is 
steel’s strength and economy. 


What’s more, it’s an all-welded con- 
struction ... no rivets to work loose, 
cause leakage and cut down life. With 
nickel inside and steel outside, bonded 
and welded, it’s good for years on 
years of hard service. 

For another thing, it’s made by 
American Sterilizer Company. It has 
American’s Pressure - locked Safety 
Door, American’s timé-and-error-sav- 


ing Cyclomatic Controls, American’s 


Vacuum Drier to reduce load mois- 


..-for low maintenance sterilizers 


ture. It’s easily converted to carboxide 
gas operation if future needs so dictate. 


Gets good buy in cylindrical 


units, too 
Beekman-Downtown did every bit 


as well in purchasing cylindrical auto- 
claves sterilizing equip- 
ment for Central Sterile Supply and 
the Operating Pavillions. They too are 
of welded American construction and 
they’re made of solid Monel® — rust- 
free clean through. In the pressure in- 
strument washer-sterilizer in Central 
Supply solid Monel is combined with 
Nickel-Clad Steel construction. 


Look to American 


American Sterilizer Company fea- 
tures all-welded corrosion resisting 
Monel and Nickel-Clad equipment. 
Ask them for information on their 
latest units and their hospital plannin 
service. Address them at Dept. 7-12 I, 
Erie 6, Pa. 


THE INTERNATIONAL WICKEL COMPANY, INC. 
67 Wall Street New York 5, N. Y. 


NICKEL ALLOYS 


153 


‘ 
4 c os 
= 
i 
ay 
\ 
“ 
, 
3 
‘ 
; 
| 
a 
Monel 


City, February 14-18; Congress 
Hotel, Chicago, March 21-25; and 
at the University of California, 
Berkeley, June 20-24. 


Nurses Invited to Participate 
In ACS Section Meeting 


The American College of Sur- 
geons announces a new project 
especially for nurses, designed to 
emphasize the importance of con- 
tinuity of care given by doctors 
and nurses to the surgical patient. 
This program will be an important 
feature of the four-day sectional 
meeting of the American College 
of Surgeons in Cleveland, Febru- 
ary 21-24, at the Hotels Cleveland 
and Hollenden. 

The college is launching this 
educational program for the bene- 
fit of all personnel concerned with 
the treatment of surgical cases— 
from the pre-operative workup, 
through preparation for surgery, 
anesthetic, operation, recovery 
room, hospitalization period and 
rehabilitation phases of the after- 
care. Emphasis will be on the pa- 
tient’s problems, and the impor- 
tance of complete codéperation and 
coérdinate care on the part of 
everyone concerned with the pa- 
tient. 


100 Million Americans Have 
Health Insurance Protection 
Americans with voluntary health 
insurance protection have passed 
the record-breaking 100 million 
mark, the Health Insurance Coun- 
cil reports in its eighth annual 


survey on the extent of health in- | 


surance in the United States. 

The council reports for the close 
of 1953 a continuation of the “truly 
spectacular trends” of health in- 
surance growth during the past 
decade, with. more than 60 per 
cent of the total United States 
population now covered. “The sur- 
vey shows,’ said Council Chair- 
man John H. Miller, “that people 
today have more health insurance 
than ever before. And aggregate 
benefit payments have reached a 
new high, up sharply from the 
previous year. Altogether, the sur- 
vey figures foretell continuing 
progress at rapid rates in the fore- 
seeable future.” 

As of mid-November, 103 mil- 
lion persons had voluntary health 
insurance against hospital ex- 
penses. Approximately 88 million 
people now carry surgical expense 
protection, and 47 million have 
basic medical expense protection. 
These figures.are based on a con- 
servative projection of the 1953 


year-end data presented in the 
survey, Mr. Miller said. 

The total of benefit payments 
on health insurance claims re- 
ported by the survey for 1953 ex- 
ceeded $2.5 billion dollars, a gain 
of 20 per cent over the previous 
year. Of the total amount, more 
than half went to help meet the 
hospitalization expenses of bene- 


ficiaries, and more than 675 million © 


dollars went for operations and 
medical care. 

Benefit payments to policyhold- 
ers by insurance companies for loss 
of income due to disability totalled 
in excess of half a billion dollars 
last year, the survey reports. 

Of the aggregate benefit pay- 
ments in 1953 by all forms of 
voluntary health insurance, 56 per 
cent of the total came from the 
insurance companies. The dollar 
amount paid by the companies was 
over 1.4 billion dollars including 
loss-of-income benefits. Blue Cross 
and Blue Shield type plans paid 


nearly one billion dollars, or 37 per — 


cent of the total. Various inde- 
pendent plans accounted for the 
remaining seven per cent. 

On December 31, 1953, the clos- 
ing date for the survey, a total 
of nearly 99 million Americans 
had hospital expense protection. 
This represents an increase of eight 
per cent during that year, a rate 
of increase which is five times the 
rate of population growth in the 
same period. Since the beginning 
of 1941, the number of persons 
with hospital expense protection 
has multiplied more than eight 
times. 

More than 82 million persons 
had surgical expense protection 
by the end of 1953. This repre- 
sents an increase of 13 per cent 
over the previous year. 

Basic medical expense coverage 
increased by more than seven mil- 
lion persons, or 20 per cent during 
1953, to give a total of nearly 43 
million who have this protection 


against the cost of non-surgical 


medical care by their doctors. 

A total of nearly 38 million 
workers had protection at the close 
of 1953 against loss of income due 
to disability. This figure represents 
60 per cent of the total civilian 
labor force in the nation. 

Major medical expense insur- 
ance is shown by the survey to 
protect more than 1.2 million per- 
sons against the costs of catastro- 
phic illness. This figure represents 


a gain of nearly 80 per cent ae 


the last year. 


Adopts new consultation standard 
(Continued from page 114) 


seure, or when there is doubt as to 
the best therapeutic measures to be 
utilized, consultation is appropriate. 
Obviously, judgment as to the serious 
nature of the illness and the question 
of doubt as to diagnosis and treatment 
rests with the physician responsible for 
the care of the patient. It is the duty 
of the hospital staff through its chiefs 
of service and Executive Committee 
to see that members of the staff do 
not fail in the matter of calling con- 
sultants as needed. A consultant must 
be well qualified to give an opinion in 
the field in which his opinion is 
sought. 

A satisfactory consultation includes 
examination of the patient and the 
record and a written opinion signed 
by the consultant which is made part 


of the record. When operative pro- 


cedures are involved, the consultation 
note, except in emergency, should be 
recorded prior to operation. 


STANDARD - REQUIRED - II. B. 3 
EXPLANATORY NOTE 


In considering the Standard on 
Consultations, one should have 
clearly in mind what the purpose 
of this standard is. In the matter 
of consultations in which the inter- 
ruption of pregnancy is involved, 
we are dealing not only with the 
protection of the patient and the 
fetus, but also of the doctor and 
the hospital. No matter how clearly 
an operative procedure of this 
nature may be indicated, it is an 
accepted principle that two or 
more physicians should agree be- 


_ fore it is carried out. We are deal- 


ing here with not only professional 
but also moral and legal consider- 
ations. In considering first Caesa- 
rean sections, the situation is 
somewhat similar. The consultant 
in both instances need not be 
senior to the attending physician. 

In the case of other consulta- 
tions, those in which serious ill- 
ness, poor surgical risk or obscure 
diagnosis is involved, it seems al- 
most impossible to specify the 
conditions under which such con- 
sultations shall be required. In 
general, it is the conscience of the 
attending physician which will de- 
termine whether or not a con- 
sultation is needed. A standard 
which requires consultations in 
such instances would be for the 
purpose of controlling those physi- 
cians and surgeons who are less 
than normally conscientious and 
are willing to subject their pa- 
tients to risk in order to main- 
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tain their own independence of 
action. It does not appear to be 
practicable to promulgate such a 
standard, and it would seem more 
fitting to leave this to the individual 
hospital staff. At the same time, a 
lack of records of consultations 
will constitute reasonable grounds 
for downgrading a hospital. All 
hospitals that deal with acute med- 
ical and surgical illness will, of 
necessity, have many instances in 
which consultations are indicated. 

The question has been raised as 
to the definition of a consultant. 
A consultant is a second physician 
called by the attending doctor to 
examine and discuss his patient. 
In the sense in which we use the 
term, it does not necessarily imply 
seniority. If the chief of a service 
calls one of his junior men who 
may have been working in a 
special field—say, for instance, 
pulmonary physiology or hema- 
tology—the younger man in seeing 
the patient is the consultant and 


_ should write the consultation note. — 
The members of the consulting 


staff are on that staff because they 


have qualifications that make them 


At its December | ith meeting, the 
Joint Commission on Accreditation 
of Hospitals decided to use the list- 
ing of hospitals by the American 
Hospital Association in the Adminis- 
trators Guide issue of HOSPITALS, 
as one of the prerequisites to a sur- - 
vey for accreditation. The Joint Com- 
mission formerly used registration by 
the American Medical Association as 
one of the criterie. 

This ruling will go into effect im- 
mediately and all hospitals will be 
notified of this change in the next 
issue of the Bulletin of the Joint Com- 
mission on Accreditation of Hospitals. 


patient’s illness about which he 
has been called to examine the 
patient. The determination of the 
consultant’s competence should be 
made by the hospital staff. As 
stated in the Standard, a consulta- 
tion is not complete or satisfactory 
unless it includes an examination 
of the patient and the patient’s 
record and a written opinion 
signed by the consultant and at- 
tached to the record. 

It is not practicable or proper 
to take the matter of Board certi- 


fication into consideration. Board 
certification is no more than a 


relative indication of proficiency. 


Furthermore, a physician's stand- 
ing as chief of service, or any like 
position, should not exempt him 
from carrying out his moral obli- 
gations to his patient. A chief of 
service who has the degree of 
humility that should be an attri- 


bute of all physicians in treating . 


illness will seek the aid and ad- 
vice of his colleagues when the 
situation is sufficiently serious. 


valuable as consultants; but, in a 
given instance, any physician who 
sees a patient with a colleague is 
the consultant on that case, no 
‘matter what his standing on the 
staff may be. Of course, it is com- 
mon for physicians to aid each 
other at times, informally, but in 
all instances in which the second 


physician makes a careful study 


of the problem presented by the 
patient, the consultation should be 
formalized by a note on the record. 
Although as stated above a con- 
sultant is, by definition, a second 
physician called to examine a pa- 
tient, to satisfy the requirements 
of the Commission as stated in the 
Standard, the consultant must be 
qualified by training and/or ex- 
perience to give a competent opin- 
jon in the special phase of the 
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CARRY IT FOR YOUR 
ON CALLS OFFICE DESK 


w Burton MANOTEST 
ALL-PURPOSE 300 mm. Mercury 
® Type Blood Pressure Instrument! 


MANOTEST® 
MERCURIAL-TYPE 


Now at Last... 


MERCURY ACCURACY 


Plus CONVENIENCE 
for USE ANYWHERE 


With pride we offer Burton MANOTEST ... 
the FIRST ALL-PURPOSE Mercurial Manometer 
so smoll it fits your pocket fer calls te the 
house or hospite! . . . yet large enough for 
use on the desk, or, with its special well 
bracket or floerstand, anywhere in the office. 
Mercury accuracy everywhere! 
1. Full scale, 300 mm, mercury 
measurement — 2. Big, easily 
readable ANGLED scale—3. De- 
signed with ‘‘correction-for-posi- 
tion’ 4, Sofely portable; con't 
leak or lose mercury—5. Special 
means for keeping mercury clean 
~ 6. “Quick-hook-device” cuff; 
long tube leads — 7. Beautiful 
and impressive appeorance—8. 
Zipper carrying case. 
Time-proved and proctice-tested for yeors 
throughout the world, MANOTEST is now pre- 


cision made completely by Burien for the 
medical profession in U.S.A., Caneda and 
elsewhere. 


US" 
Wm. Arthur Mendelsohn, Pres. 

BURTON MANUFACTURING CO. 
ASK YOUR DEALER NOW 


FOR A DEMONSTRATION 


~ 


ON WALL ON FLOOR 
BRACKET STAND BASE 


All-Purpose Burton MANOTEST is Ideal for Hospitals 


Recommended for the anesthesiologist, receiving room, emergency room and wher- 
ever blood pressure must be taken in hospitals, clinics, etc. Assures the same un- 
varying calibration and mercury accuracy always! 


COMPANY 


BURTON MANUFACTURING 
11201 WEST PICO BOULEVARD . LOS ANGELES 64. CALIF 
Manvfacturer of Precision Pressure Instruments for Professional Use, Aircraft, Armed Forces, Etc. 
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BLUE CROSS—PREPAID CARE 


made his debut before the public. 


Ralph Arnold Beattie, son of Mr. and Mrs. Arnold 


Beattie of Montreal, bowed 
at the annual meeting of 
the Canadian Council of 
Blue Cross Plans as the 
500,000th prepaid baby. 
E. Duncan Milligan, 
chairman of the Canadian 
Council of Blue Cross 
Plans, presented to Ralph 
and his parents a silver 
cup in honor of passing 
the half-millionth mark in 
the prepayment of ma- 
ternity cases. 

Since the early fort‘es— 
when the voluntary, non- 
profit, health care prepay- 
ment plans were estab- 
lished in Canada—some 
3,200,000 Canadians 
have enrolled in the five 
Blue Cross Plans. More 
than three million hospi- 
tal bills have been paid 
by the five Plans. 

The Canadian Plans now are 
providing an estimated 350,000 
days of hospitalization per mont 
at an average cost of nearly four 
million dollars. Each month, about 
45,700 Canadians receive Blue 


aq Canadian Baby Receives Silver Cup 


7 While the United States’ first “Blue Cross baby” 
i helped with opening ceremonies of the nation-wide, 
25th anniversary celebration of the Blue Cross idea, 

the six-week-old 500,000th Canadian prepaid baby 


AMERICA'S first “Blue 


wos made as part 


of the 25th anniversary of 


of the o 


Cross hospital benefits from the 
Plans, with a monthly average of 
7,690 maternity cases. 

Canadian Blue Cross Plans cov- 
er Alberta, Manitoba, Ontario, 
Quebec and the four Atlantic 
Provinces. | 


Cross baby,” Mrs. Ann Woodard Reid of 
Chapel Hill, N. C., is shown as she presents a bassinet to Sample 
B. Forbus (center), director of Watts Hospital, Durham, N. C. Mrs. 
Reid's presentation of bassinet to the hospital in which she was. born 


ning of a nation-wide observance 
e Blue Cross idea. Dr. F. Norman 
Bowles of Durham, who delivered Mrs. Reid, is shown at the left. 


Blue Cross Babies Help Launch Anniversary Celebration 
First U. S. “Baby” Presents Bassinet 


America’s first “Blue Cross baby” recently re- 
turned to the hospital where she was born 21 years 
ago to present a bassinet in honor of the nation’s 
estimated 12 million other “Blue Cross babies’’. 

Mrs. Ann Woodard Reid presented the gift to 
the nursery of Watts Hospital, Durham, N. C., as part 


of the opening of the 
nation-wide, 25th anniver- 
sary celebration of the 
Blue Cross idea. 


Dec. 27, 1933—yjust four 
years after the forerunner 
of Blue Cross Plans was 
introduced at Baylor Hos- 
pital, Dallas, Texas, in 
1929. Mrs. Reid’s mother 
spent 10 days in the hos- 
pital when Ann was born. 
The total 60-dollar hos- 
pital bill was paid by Hos- 
pital Care Association, 
Inc., the Blue Cross Plan 
in Durham. It was the first 
time .maternity care ever 
had been provided as a 
benefit by a hospitaliza- 
tion plan in the United 
States. 

Since Mrs. Reid’s birth, 
an estimated 12 million infants 
have been born and paid for under 
the nation-wide, Blue Cross pro- 
gram. Last year alone, there were 
approximately 860,000 Blue Cross 
babies born in the United States. 

In celebration of the 25th anni- 
versary, many Blue Cross Plans 
in the country paid the hospital 
charges for the first baby born on 
December 20, the opening date of 
the anniversary. 

Appoint J. W. Castellucci 
Acting Blue Shield Director 


John W. Castellucci, assistant 
director of the Michigan Medical 


CANADA'S 500,000th Blue Cross baby, 
Ralph Arnold Beattie, and his parents, Mr. 
and Mrs. Arnold Beattie of Montreal, re- 
ceive a silver cup from E. Duncan vio pi 
{left}, chairman of the Canadian Council of 
Blue Cross Plans. Members of the Council's 
Executive Committee (standing in back row 


- from left to right) ore: F.D. MacCharles, ex- 


ecutive director of Manitoba Hospital Serv- 
ice Association, Winnipeg; Ruth Cook Wil- 
son, executive director of Maritime Hospital 
Service Association, Moncton, N. 8.; and 
D. W. iivie, director of the Blue Cross 
Plan for Hospital Cere, Toronto, Canada. 
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Mrs. Reid was born — 
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Service, Detroit, has been ap- 
pointed acting director of the Blue 
- Shield Medical Care Plans. He 
succeeds Frank E. Smith, who 
served as the Commission’s direc- 
tor since its organization in De- 
cember 1946. 

During the nearly eight years 
that Mr. Smith served as the Com- 
mission’s director, he built the 
Blue Shield national organization 
from its beginning to its present 
stature. It was with the utmost 
regret that the Plans’ executive 
committee accepted his resigna- 
tion. 

Mr. Smith will remain in an ad- 
visory capacity to the Commission 
until April 15, 1955. 


PEF 1,000 PARTICIPANTS 
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ADMISSION-STAY 


The admission rate during October 
1954 was 123 inpatients per 1,000 
members. This marks an increase of 
one per 1,000 members over the ex- 
perience of the previous month. 

The average length of stay for hos- 
pitalized Blue. Cross members in- 
creased from 7.42 days in August to 
7.48 days in September. 

7 Blue Cross plans provided an aver- 

age of 925. inpatient days per 1,000 
members in September. This marks 
an increase of 16 days per 1,000 
members over the August experience. 


CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 


INSTITUTIONAL. MEMBERS 


ARKANSAS 
Hospital—Gozzolu Memo- 
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Announcing the NEW 


Line BAG 


WITH THE “BUILT-IN” INDICATOR 


wy 


$ 
white 
stert LUNE 
BAG 


The ONLY sterilizing bag with a 
“steriLine Indicator”...which changes color 
from white to black after autoclaving. 


No longer do you have to guess whether your syringes, 
instruments, or needles have been autoclaved. Now, 
the new “steriLine Indicator” has been added! This 
“built-in” indicator changes color from white to black 
only after proper sterilizing conditions of time, steam 
and temperature have been met in your autoclave. 


Now, there is no doubt or uncertainty as to whether 
your sterilizing bags and their contents have been 
autoclaved, You have the assurance in black and 
white! Also, you'll like the greater convenience and 
safety of the new steriLine Bag. It is so easy to 
date, mark and store... ready when needed. 


Very inexpensive to use, steriLine Bags with the 
“steriLine Indicator” save you time and insure safe, 
sterile handling of your instruments. | 


SteriLine Bags 
are available in 
usual sizes. 


The steriLine Bags are a 
new development of the 


Aseptic-Thermo 
Indicator Company 


makers of STEAM-CLOX, COOK-CHEX 
and other sterilizing indicaters. — 


11471 Vanowen Street 
North Hollywood, California 


‘fiterature and prices. GET ALL THE FACTS’ 


STERILINE BAGS Pept. 

Aseptic-Thermo indicator 

11471 Vanowen St., No. Hollywood, Calif. 

Please send free samples and 
information. 
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Cut Coote up to 
S150 per room 


kurt versen 


ONE OUTLET DOES WORK OF FIVE 


satility enables a single unit to 
perform up to five electrical 
functions including reading light, 
night light, indirect light and two 
convenience outlets. Patented 
swivel actions permit finger-tip 
adjustments of reading arm to 
any angle. Switching combina- 
are virtually unlimited. 


urt versen 


COMPLETE FLEXIBILITY OF APPLICATION 


Hospitality Lights, the ultimate 
in versatility and lighting econ- 
omy, originally were created by 
Kurt Versen for hospitals. Now 
they are available in twelve basic 
models and innumerable combina- 
tions for use in hotels, motels, 
institutions and in other applica- 
tions where economy and flexi- 


bility are of major importance. 


Kurt versen company 
Englewood, New Jersey, 14 


Contemporary lighting creatively engineered | 
Completely covered by U.S. Pots. 2,617,419 and 2,667,571 


Hospitality Lights’ unique ver- 


Little Rock—Gilbert chiatric Clinic and 
Hospital 


CALIFORNIA 
Vallejo—Vallejo General Hospital 
FLORIDA 
a adsden County Hospital 
ampa—Lily White 
ILLINOIS 
Chicago—Walther Memorial Hospital 


MICHIGAN 


Farmington—Sister Kenny Polio Hospital 

Okemos—iIngham County Hospital & Re- 
habilitation Center 

Port Huron—Mercy Hospital 

Tawas City—Tawas Hospital 


MISSISSIPPI 
Cleveland—City Hospital 
NEW YORK 
go York—Bronx Municipal Hospital Cen- 
TEXAS 
Big Sp —Medical Arts 
Gr raham General Hospital 


Mission Municipal Hospital 


WEST VIRGINIA 
County General Hospi- 


PERSONAL 


Adler, Dr. Alfred—-Med. Dir. and Supt.— 
Richland Hospital—Mansfield, Ohio 
rian, Florence L.—Institution Nutrition 
Indiana State Board of Health 


—In 
Ball, D G.—Student—University 
of Chica 
Barry, W Willem De Dav Uni- 
versity of Iowa, lowa 
Blankenbeckler, John C Student—Medi- 
cal College of Virginia—Ri 
Boyd, David D.—Student—Yale University 
—New Haven, Conn 
Bremseth, James O O.—-Student—Washington 
University—St. Lo uis 
Browneller, Dr. Ellsworth R.—Student in 
Adm. Medicine — Columbia University, 
New York City 
Buckles, Lyle N.—Student—University of 
o—Chicago 
Denison 
versity of Chicago—Chic 
Burnett, Verne—Partner— Burnett 
Associates—New York City 
Clark, David Willard—Student—University 
Chicag o—Chic 
John —Student—St. Louis 
0.) 
Arthur V.—Student—Washington 
niversity School of Medicine—St. Louis 
Dean, Robert K. 
Universit 
Decker, ileen—OR Staff—Mas- 


ital 
De A.——Student—University 
of Minneso 


polis : 
Devine, George K —Student—State Uni- 


versity of City 
Durbin, Richard 
{Chicago—Chi 
Thomas D.—Student—State Univer- 
ity of Ilowa—Iowa City 
Farley, Allen G.—Student—State Univer- 


sity of lowa—Iowa 
Adm .—Middletown 


Center—New Haven, Conn 
Dean — Student — ‘Northwestern 


cago 
Hail, ar David H —Student— University 


Haver Jr., Harry Th eodore—Student—State 
University of lowa—Iowa 

Ives, John E.—Student—yYale niversity— 
of Pub. Health—New Haven, 


Con 

Sonne, " Cherian —Ellis Fische! 
State Cancer Hospital lumbia, Mo. 

Kaufman, Paul C. take Univer- 
sity—New Haven, Conn. 

Kenny, Joseph Thomas—Dir. of Bus. Serv- 
ices—Misericordia Hospital—New York 


City 
Landon, Arthur E.—Student—Washington 
University School of Medicine—St. Louis 
Knoblauch, Col. Frederick J.—Student— 
Med. Field Service Sci 


firm , La. 
McIntyre. John Miller—Student—Univer- 
sity of 
Melendez, Jose L. — Student — Washington 
gg School of Medicine—St. Louis 
Mol, James Russell—Student—Washington 
versity ra Iowa—Iowa City 


Newkirk, Harlan—Student—State Univer- 
sity of lowa—lIowa Ci 
Paton, James—Student—University of Chi- 


osp padra, Calif. 
ag M.—Adm.—St. Luke's Hospi- 


uis 
Powell, Melba—Pres.—Miss. State Hosp. 
Auxiliary —Coahoma County Hospital— 
Clarksdale, 
Reiman, Philip K. —Student—University of 


icago 
rge J of 
Toronto— Ont. 
bert A.—Student—State Uni- 
versity of lowa—Iowa City 
a John R.—Student—State Univer- 
sity of lowa—lIowa 
Frank H.—Student—Northwestern 
University—Ch icago 
western Universit cago 
Tolbert, Raymond Floyd—Exec. Off.—vU. S. 
Army Hospital—Fort Leonard Wood, Mo. 
Veldman, enry—Student—University of 
Chicago—Chicago 
Walker, Robert A.—Student—University of 


r Lee—Asst. Dir.—Royal Co- 
Westminster, 
Werdel, William Arthur — Student — State 

University of lowa—lIowa Ci 
Whenry, Lt. Jack Leroy—Med. Services 
Adm—USAF School of Aviation Medi- 
AFB, Texas 
te, Dr. Joel J.—Med. Dir.-Adm.—Du- 
val Medical Center—Jacksonville, Filia. 


NEW AUXILIARY MEMBERS 
Mary’s Hospital Auxiliary, Tucson, 
College Hill Hospital Auxiliary, Dayton, 
McKennan Hospital Auxiliary, Sioux Falls, 
Society of St. Mary’s infirmary, Galveston, 


exas 
Women’s Auxiliary of Winslow Hospital, 


ville, Va. 
Central Guild, McKay Memorial Hospital, 
Soap Lake, Wash. 


Report on the AMA's winter meeting 
(Continued from page 92) — 


Medical Association and the Amer- 
ican Hospital Association be widely 
carried out by developing effec- 
tive liaison between hospital ad- 
ministrators and the professional 
staffs. . . It must be recognized, 
however, that the practice of medi- 


cine is a professional and not a 


corporate prerogative.” 

Dr. Martin also pointed out the 
close alliance between hospitals 
and physicians and urged all phy- 


sicians to “devote our best efforts 
_ to supporting the hospitals in their 
proper activities in the field of 


health, by conserving their re- 
sources and by gaining for them 
the financial support they need.” 

President-elect Elmer Hess spoke 
his mind at a pre-meeting public 
relations conference. He asked 
whether or not it is “possible that 
we spend too much time telling 
each other what great humani- 
tarians we are while the pot of 
lay discontent is boiling over in 
the next room?” 

“TI would say,” he said, “a good 
rule to follow is treat your pa- 
tient’s pocketbook the same as 
you would your own. Extrava- 


HOSPITALS 


Pfeiffer, Alois F.—Adm. Asst.—Pacific State 
‘© 
Frank, Marion L.—Div. Chief—Woodruff 
3 
Houston, Texas 
| Write today for latest Malloy. Gerald J.—Adm. Res.—Touro In- 
~ bulletin on Hospitality ; 
Lights by Kurt Versen 
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gance can lead to grief. . . 
pirin will do the job, why order 
sulfa?” 

Furthermore, he continued, “not 
all of our criticism comes from 
‘crackpots’. Not by a jugful. A 


good deal of it emanates from in- . 


dividuals well-endowed with in- 
telligence, albeit somewhat lack- 
ing in sound information.” “ 


Medical records—the guides to 
better health 


(Continued from page 82) 


off the “watchdog” and make it 
possible for the medical record li- 
brarian to devote her time to pro- 
viding service to the medical rec- 
ord committee, medical staff and 
the many other duties within her 
department. These services in- 
clude, for example, the review of 
records for completeness, coding 
and indexing of diagnoses and op- 
erations, and the maintenance of 
an efficient system of record filing 
and withdrawal. 


It must be remembered that no 
matter how good the medical rec- 
ords .may be, they are useless if 
they are not readily available. For 
this reason, when a record depart- 
ment is evaluated by the Joint 
Commission, the field surveyor 
investigates the status of unfiled 
records, using as a standard that 
these records should not exceed 
one month’s discharges. He also 
checks the indexes of diseases and 
operations to make sure that they 
are current to within one month, 
since these indexes are the keys 
that unlock the door to the medical 
knowledge and experience con- 
tained in the records. 


SUMMARY 


In order to secure good medical 
records: 

1. The administrator should pro- 
vide qualified personnel and ade- 
quate space and facilities. 

2. The medical staff should carry 
out its professional responsibilities, 
namely, the preparation of good 
medical records, the development 
and enforcement of rules and regu- 
lations governing medical records, 
and the utilization of the records 
to evaluate the quality of patient 
care. 
3. The medical record librarian 


should work with the medical rec- | 
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If as- 


-PLUG-IN® 
/FLUSH CLOCKS 


@ This ultra-thin Faraday clock 
incorporates design advances that 
greatly simplify installation and 
give it a distinctive beauty, 
unmatched in clocks of flush design. 
It is installed, securely and easily, 
by plugging it into a pre-wired wall 
outlet—yet it can be removed from 
the wall with equal ease. Once 
installed, its polished aluminum rim 
projects only 7/16’’—and actually 
looks as though it were mounted 

in the wall. 


The Faraday Flush Clock is 
unusually easy to read—from many 
angles—because of its special flat 
center convex crystal and crisp 
black numerals against a white face. 
It is operated by a high-quality, 
impulse or synchronous movement, 
Available in a wide variety of 
standard diameters as individual 
synchronous clocks or as a part of 
a complete program system. 

Write for details. 


*Patent applied for. 


Clock securely mounted, 
yet easily removed. 


MOLTZER - CABOT — FARADAY — STANLEY & PATTERSON 
Comolidoted by 


BELLS CLOCKS 
BUZZERS HORNS 
CHIMES 
VISUAL AND AUDIBLE 
PAGING DEVICES 
AND SYSTEMS 


SPERT! FARADAY OF CANADA, LTD., MONTREAL, QUEBEC 
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ord committee in the maintenance 
of medical record standards and 
carry out such review .as is nec- 
| essary to assure that- established 
rules and regulations are main- 
tained. Doctors who have not com- 
pleted the necessary information 
for the medical record should be 
reported to the committee so that 
appropriate action can be taken. 
Routine return of records for com- 
. pletion, signature and the like, of 
- course, need not go through the 
‘committee. The record librarian is 
personally responsible for giving 
. adequate medical record services 
to the hospital and medical staff, 
for the maintenance of an accurate 
and current disease and operations 
a index, and for the prompt filing of 
completed records. 


If each person or group of per- 
sons carries his proper responsi- 
bility, the administrator can rest 

7 assured that his hospital will not 
- lose its approval because the medi- 
. cal records are not meeting stand- 


of us will know that in this way 
he is contributing to better patient 
care. 


(Continued from page 6) 


ards. Even more important, each 


institute on Financial Management—Feb. 
21-25; Son Francisco (Sir Francis Drake 
Hotel} 

Institute on Hospital Planning—Feb. 7-11; 
Houston (Shomrock) 

Institute for Nurse Anesthetists—February 
28-March 4; Atlanta {Dinkler-Plazo Hotel) 

Institute on Nursing Service Administration 
—Februory 28-March 4; Daiias (Adol- 
phus) 

institute on Medical Recerd Library Per- 


sonnel—March 21-25; Pittsburgh (Wm. 


Penn) 

institute on Nursing Service Administration— 
Morch 21-25; Buffalo, New York (Statler) 

institute on Engineering—April 18-22; To- 
ronto {King Edward} 

Institute on Supervisory Training—March 
21-25: Boyes Springs, Calif. {Sonoma 
Mission Inn} 

Institute on Operating Room Administration 
Services—April 18-21; Washington, D. 
(Sheraton-Park Hotel) 

Institute on Simplified Bookeeping for Small 
Hospitals—Apri! 25-26; Kansas City, Mo. 
President) 

Institute on Dietary Department Administra- 
tion—April 25-29; Boston (Somerset Hotel! } 

Institute on Insurance—May 6-7; Chicago 
{Palmer House) 

Institute on Occupational Therapy—May !|0- 
14; New York City (Hotel New Yorker) 

Institute on Obstetrical Nursing—May !|6- 
19: Chicago (Knickerbocker) 


struct 


THE NEW BURROWS DUOD-0-VAC 


Automatic Continuous Suction 


@ Permanent Enclosed Valves: Housing and 
vents cast in one piece. No danger of inflat- 
ing or flooding patient due to cross connec- 
tions 


@ Ease of filling and changing 
one container hastens the filling or the 
changing of the water greatly. 

@ Non-Tipping: The 

as to lower the center of gravity, 


the hazard of Mount- 


@ Heavily Chrome Plated Finish. Base is of 
Baked Enamel Finish. 


@ The Duod-O-Vac comes to you ready to use 
as soon as it is removed from crate. Com- 


Non Electric 


: Screw tap in 


special base is so con- 


Ball Bearing casters. 


pletely equipped with one gallon 
contents bottle, rubber stopper, me- 


B-15 DUOD-0-VAC — $89.50 F.0.B. Chicago 


rue BURROWS co. 


SUPERIOR HOSPITAL SUPPLIES 
325 W. Huron St Chicago 10, Illinois 
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Institute on Credits & Collections—May 23- 
24; Atlantic City {Dennis Hote!) 

institute on Public Relations—June 6-10; 
Chicago (Knickerbocker) 

Institute on Methods Improvement—June 6- 
10; Pittsburgh (Webster Hotel!) 

institute on Central Service Administration— 
June 13-16;-Montreal (Sheraton-Mt. Roya! 
Hotel ) 

institute on Pharmacy—June 13-17; Chi- 
cago (University of Chicago) 


"Institute on Hospital Pharmacy—August 22- 


26; Atlanta {Emory University) 

Institute on Night and Evening Nursing Serv- 
ice—Sept. 26-28: Boston {Somerset} 

Institute on Hospital Purchasing—Oct. 10- 
14: Boston {Somerset} 

Hospital Safety Institute and Workshop— 
Oct. 17-21: Washington (Sheraton-Park) 

Institute on Central Service Administration 
—Oct. 24-27: New Orleans (St. Charles) 

Workshop on Organization Planning—Oct. 
24-28; Highland Park (Moraine) 

Institute for Administrators’ Secretaries— 
Chicago {Knickerbocker} 

Workshop on Supervisory Training—Nov. 7- 
11: Cincinnati {Netherland Plaza) 

Institute on Accounting and Business Prac- 
tices for Small Hospitals—Nov. 14-18; 
Seattle {Benjamin Franklin} 

Institute on Hospital Housekeeping—Nov. 
14-18; Philadelphia (Bellevue Stratford) 

Institute on Nursing Service Administration 
—Nov. 28-Dec. 3; Minneapolis (Radisson) 

Institute on Personnel Administration—Dec. 
5-9; Detroit (Statler) 

Institute for Medical Record Library Person- 
nel—Dec. 5-9; Dallas (Statler) 

Institute on Laundry Management—Dec. 5- 
9; Kansas City, Mo. {President} 


Responsibilities of council 
membership - 


(Continued from page 84) 


to his council the impressions he 
has regarding the attitudes of the 
membership. You must remember, 
however, that the Association holds 
an obligation to the people of this 
country to see that the policy pro- 
nouncements are in the best in- | 
terest not only of hospitals but of 
the population as a whole. In so 
many cases, you are going to have 
to place yourselves a step or two 
ahead of the collective thinking of 
the membership of the Association. 
And remember that collective at- 
titudes do change. At least I have 
seen such changes occur within the 
policies of the Association during 
my 15 years of contact with it. So 
as you develop Association policy, 
I hope that you will be sufficiently 
broad-minded with your interpre- 
tations to protect the enviable 
reputation the Association enjoys 
because its members have dis- 


played a high form of statesman- | 


ship on health questions. Just 
simply reflecting the average opin- 
ion at any one time is certainly not 
enough. At all times, we have to 
stay within easy reach of the 
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tal: Connectors, and rubber tubing. 


majority thinking of our member- 
ship, yet at other times, we may 
have to be just a step beyond 
existing thinking in order to main- 
tain a role of leadership. 

The council members appointed 
this year will perhaps serve in the 
most important period of the As- 
sociation’s history. You are going 
to be involved in the shaping of 
the Association’s pattern of service 
for many years to come. The pro- 
gram we emphasize for the next 
few years, as increased resources 
become available, is going to set 
the pattern for a much longer pe- 
riod than most of us here will be 
serving as council members. You 
will have tremendous influence on 
hospital affairs in this country for 
years to come. 

You have before you at this 
meeting several questions. that 
each council is going to examine. 
Those have to do with the matter 
of shaping the pattern of activity 
for your particular council for the 
next period of: years. They also 
have to do with deciding the al- 
* location of space within the new 
headquarters building. Remember 
when you are doing this that the 
affairs of the Association are made 
up of the work of a number of 
councils and that our resources 
must be spread over the work of 
all the councils. We have to be 
good stewards of the new resources 
that will be made available be- 


-e@ause of the dues increase. We. 


have to keep the Association a 
well-balanced organization. And 


OF DIMES 
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your 


bed fall installing 


Crank-operated Hilow Bed 


The high-low bed is widely accepted today as the mark 
of a modern hospital, and as one of the greatest safety 
factors in the prevention of bed fall accidents. Many such 
accidents that result in serious injury occur when a dis- 
oriented patient, in an ordinary high hospital bed, mis- 
judges the distance to the floor, loses his balance, and falls. 
A high-low bed, in the low position, will prevent many such accidents. 

Hill-Rom manufactures two high-low beds. One is manually operated, 
the other motor driven. The manually operated bed is easily adjusted 
with a crank located at the foot end of the bed. The friction-free, ball- 
bearing mechanism makes it easy for the nurse to raise the bed with 
only a few turns of the crank. The Hill-Rom Electric Hilow Bed is the 
first bed of its type to be approved by Underwriters’ Laboratories, Inc. 
It is the last word in safety, dependability and long life expectancy. 

Complete information on either or both of these high-low beds will 
be sent on request. 


HILL-ROM COMPANY, INC.* BATESVILLE, INDIANA 


| | 
Hill-Rom 
Electric Hilow Bed 
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the Board of Trustees in allocating 
the budget must look to the total 
work of the Association and see 
that the major unmet needs of 
every council are as closely met 
as possible. 


Sunset and shadows 
(Continued from page 65) 


age does come early to some, but 
many persons are capable of being 
productive far into their 80’s. 


HOSPITAL RESPONSIBILITY 


Surely if we in hospitals spend 
so much effort to return these old 
people to health when they are ill, 
it would not be unreasonable for 
us to spend some effort toward 
teaching them how to keep well. 
We have special programs for 
diabetic patients, and we would 
think it ridiculous to treat diabetes 
without teaching the patient how 
to live with his disease. Why 
shouldn't we have the same at- 
titudes about the progressive 
changes of old age? 

If we consider an attempt to 
teach old people to accept them- 
selves and seek a purposeful way 


of life, should we not also consider 
an attempt to teach the community 
to live with its old people and to 
allow them the satisfaction. of use- 
fulness? 

Surely it is reasonable to care 
for the geriatric patient in the 
general hospital. But we may well 
question our present methods and 


attitudes. If we have the geriat- | 


ric patient in a separate unit, and 
recognize him as a challenge 
rather than just a bother, we can 
expect progress. Our units can be- 
come centers of research which 
seek out better methods. They can 
become the stepping stone to bet- 
ter cooperation with other com- 
munity agencies and- with the 
homes from which our patients 
come. 

Isn't it plain that we must take 
constructive steps soon? The care 
of the aged and chronically ill is 
one of our greatest social prob- 
lems. A part of the solution lies 
within our field, and we must as- 
sume that responsibility if we are 
to render a full measure of service 
to the community. Millions of our 
people are approaching the even- 


What do they want ina 
cold disinfectant procedure ? 


SPECIFIC SPORACIDAL 
ACTIVITY AND 
EXTREME POTENCY 


0.R. 


COMPLETE 
PROTECTION FROM 


\ AND CORROSION 


(tuey mean Pheneen 


Pheneen’s germicidal quaternary ammonium 
compound in 1% concentration (1:100) protects 
fine surgical instruments for prolonged periods. 
Extreme potency means economy because fre- 
quent solution changes are not required. 

Low surface tension assures quick penetration 


PHYSICIANS and HOSPITALS SUPPLY CO., INC. 


which destroys creviced micro- 

organisms. Supplied in quart 

and gallon bottles with com- 
lete instructions for use. 
rite for free sample. 


Dept. Minmeapolis 3, Minnesota 
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tide of life. Many thousands will 
need special care as the sun goes 
down. Let us see that they escape 
the tragedies that lurk in the 


shadows. 


Training technicians for the 
operating room team 
(Continued from page 75) 


cystoscopic room, a plaster room 
and an ear, nose and throat room. 
The latter, prior to the develop- 
ment of the technician and the 


‘team plan, presented many prob- 


lems. There never seemed to be 
enough personnel to assign an ade- 
quate staff to that service. Yet the 
ear, nose and throat service is one 
that, because of the short pro- 
cedures and frequent change of 
cases, needs more help than some 
of the other specialties that involve 
more-complex operative proce- 
dures. In the team setup, it is pos- 
sible to assign a team captain, two 
technicians and a student to the 


service, if there is a student who 


needs that kind of experience. 


When the system is functioning © 
_ effectively, there should be no rea- 


son at any time for any operating 
room to be without a circulating 
technician or nurse. The graduate 
team captain can get additional 


_ supplies or can stay in the operat- 


ing room and send the circulating 
technician for supplies. She can 
relieve her group for meals. She 
can assist in getting cases changed 
in both rooms or assist in a room 
where the patient’s condition is 
critical. She can assist where there 
seems to be an undue amount of 
tension. 

Altogether, the whole program 
has been worthwhile and gratify- 
ing to those who helped plan and 
execute it. It has filled a need in 
terms of total numbers of per- 
sonnel; its byproducts have, to a 
degree, upgraded the quality of 
service. From the program arose 
the establishment of standardized 
procedures and routines, clarifica- 
tion of responsibilities, definition 
of job descriptions. At the same 
time, it has been a maturing ex- 
perience for all members of the 
staff as they have seen their roles 
and participated in the teaching 
program. 

Although this plan might not be 
applicable in all situations, certain 
aspects of it could be adapted for 
almost any operating room staff. ® 


HOSPITALS 


We 
OF “SHARPS” OVER 
PROLONGED PERIODS 
0.R. 
= 
| 
7 
| 


iCE= ANY HOUR 


XV WITH 
ACCESSORIES 


THE GENNETT ICE CART 


Designed for versatile service, the Model 15-packs 150 
pounds of flaked, cubed or chipped ice. Ideal for numerous 
hospital and institutional assignments. 
GENNETT ICE CARTS are constructed of stainless 
steel, in a variety of four models. Model 15 stands 40, 
inches and is equipped with pneumatic tires. 

WRITE US FOR SPECIFICATIONS, PRICES. 


GENNETT AND SONS, INC. 


MANUFACTURERS 


ONE MAIN STREET PHONE 2-2151 


RICHMOND. INDIANA 


IN-ONE 


FULL SIZE | 
CHEST 


DORMITORY CHEST BED 


Ideal for use in dormitory room, where is a factor. Bed 
is standard dormitory width, 3'0” x 6'6” with ex 
durable and comfortable — construction. Chest is 36” 
wide x 20” x 15” 
t are made of solid 

quality and finish. Mounted on rubber ie: bail bearing 
casters to facilitate moving. 


FOR COMPLETE DETAILS 
WRITE FOR | BICHENLAUBS 
LEAFLET 106508 380) GUTLER | 


E-7 
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FA RAX. COTTON BALLS 


Have 


Sponge like absorbency — the result of 


ee selected virgin cotton. No “wisps” or 
“strings” because only long staple fibres 
ih are used. Neat, consistent in size, shape 


for economical sponge 
substitute, Medication 
Application, Test Tube, 
Culture Tube and Bot- 
tle Stoppers, Capsule 
Containers, Instrument, 
Equipment Cleaning. 


WRITE TODAY for samples for your own testing 
purposes and a catalog of our complete line of high 
quality Surgical Dressings. 


COTTON PRODUCTS Co., Inc. 
245 Fifth Avenue, N.Y. 16, N.Y. 
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| PRO RE NATA 


JOHN H. HAYES 


People seldom disagree with ad- 
vice for which they have to pay. 
It’s the advice they get for nothing 
that they fail to accept. That is 
why doctors should have little 
argument with their patients and 
why parents have so much trouble 
with their children. 


® 


Trade unionists will tell you that 
the shortening of the work week 
means spreading of the work and 
thus less unemployment. 

Manufacturers will tell you that 
there is a loss of production at the 
start and end of each day, due to 
loss of momentum. Therefore, if a 
plant can operate 9 hours each day 


it means that this loss in momen- 
tum is reduced; because every 8 
days there will be another 8 hours 
of full production gained, with no 
starting or stopping let-down 
charged against it. This more than 
compensates for the extra hour’s 
pay each day; means more money 
to the employee and a lower selling 
price for the product. This same 
reasoning can be applied to hos- 


pitals. 


It may well be that every large 
trade union should have a com- 
petent economist on its staff. 

And now that I have ventured 
into the economist’s field I may as 
well delve into law: 

When government—at any level 
—enters into the manufacture and 
sale of power, provision of health 
and hospital services for a price, 
or goes into any kind of business 
which is in competition with pri- 
vate enterprise, is it not likely to 
be violating the Clayton or Sher- 
man Act if by so doing it estab- 
lishes a monopoly or sells at a price 
which eliminates competition 
(which government can well do 


THE STECK COMPANY 


BOX 16— AUSTIN 61, TEXAS 


samples 


because it can cover losses with 
tax receipts)? 

If that be so, what can the F.T.C. 
do about it? : 

* 

I am told that there is an em- 
ployer so mean that when the girls 
in his office disappear for coffee 
and a snack twice a day, he ar- 
ranges to have signs placed on their 
desks in their absence reading, 
“How about your belt line?” 


Because the quality of care must 
be maintained, hospitals have only 
one means of reducing per diem 
costs; Le., the full utilization of 
facilities. Therefore, budgeting for 
1955 should mean, first, the budg- 
eting of services to be provided. 
The experience of 1954 can be an 
excellent guide to cutting down or 
merging of facilities. Personal de- 
sires of staff members and others 


should not be permitted to inter- 


fere with such planning. 
A radiologist is a nice man, even 
though he is always looking for 


trouble. 


EASUP’S FABLE. Once upon a 
time a hospital administrator, real- 
izing the great loss his hospital 
suffered due to low Summer oc- 
cupancy, decided to reduce rates 
drastically for the warm season. 
His slogan was, “Surgery at Cut 
Prices.” 

His rooms were fully occupied 
all Summer. 

However, the members of his 
medical staff were so worn out 
when September arrived that they 
all decided to take long Fall vaca- 
tions, resulting in a very low hos- 


pital occupancy up to Thanks- 


giving. | 
MORAL: A fall guy has little to 
be thankful for. 


* 
When triplets are born the pub- 
licity given to the event is local; 
quadruplets, national; and quin- 
tuplets, international. 
2 
When people say about your 
hospital, “It’s not so hot,” they 
probably mean that it lacks 
warmth. When there is a warmth 
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spray 
away 


hospital 


NOW IT is possible to keep every 


- corner of the hospital fresh and pleas- 


ant smelling... always! The aromatic 
spray of Cabinet-San quickly freshens 
the air. It instantly removes the odors 
of stale smoke or perspiration, as well 
as sick room odors. Cabinet-San in the 
popular low-pressure can is inexpen- 
sive to use, easy to store or carry. 


There is no waste, no messy mixing, 


no need for troublesome sprayers. Its 


spray is safe and non-staining. Order a 
trial supply soon. 
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of feeling a shortage of help or 


facilities is overlooked or not even 
noticed. | 
2: 2 

For many a juvenile delinquent 
there can be found two adult de- 
linquents—his parents. This has 
been said before, but only recently 
has someone suggested punishing 
the parents. 


® 


The only time when some people 
want to be working is when they 
are too ill to be working. — 

& & @ 

A doctor, addressing a nurses’ 
graduating class in Montreal re- 
cently, said that nurses should 
wear black, so as to lessen their 
attractiveness, because too many 
nurses are lost through marriage. 

Nonsense! They would have to 
wear yashmaks, those double veils 
worn by Mohammedan women. 
Maybe that wouldn't do it either, 
because those veils do not cover 
the eyes. 

Besides, many girls look swell 


in black. 


PICTURESQUE HOSPITAL SPEECH: 

__ “The nurse’s eyes shone so beau- 
tifully the men patients called her 
‘The Lady with the Lamps.’” 


“As tasteless as a thermometer.” 


“The ambulance tore through the 
streets as though bound on creat- 
ing increased need for its services.” 


“As insecure as a nurse’s cap on 
a boyish bob.” 


“Her description of her opera- 
tion had her all cut up and all her 
neighbors bored.” 


“The doctor made his daily 
rounds, scattering seeds of health 
among the beds, in hopes of a har- 
vest of heartsease and roses in 
cheeks.” 


“The ambulance doctor reported 
on two calls, the care of an in- 
ebriate and a childbirth, as ‘hiccup 
and delivery.’ .”’ 


“Some patients learn, unfortu- 
nately, that chronic illness is often 
acute as well.” 


“As pointless as a worn-out 
hypodermic needle.” 


3. EASY EQUIPMENT MOVABILITY 


These casters are deine 4 
great job for —s of the 


country's largest hospitals. 
Models shown here are espe- 
cially made for beds, exami- 
nation tables and other hos- 
pital equipment. Also avail- 
able with special stems, plate 
tops, angle fittings, etc. They 
offer ease of movement, 
quietness, floor protection. 


The Darnell treads, whether 


of soft, resilient, semi-resilient 
rubber, or tough, hard syn- 
thetic composition, give lon 
life and are quarantee 
against elongation. 


Gree Manual 


DARNELL CORPORATION, LTO 


COWNET (LOS ANGELES COUNTY) 
(00 WALEED STREET, MEW TORE 1) MEW YORE 


- 
es 


| 
‘ee 
\ 
7 
and ROBE: 
=. CASTERS & WHEELS 
1. LONGER EQUIPMENT LIFE 
) 2. GREATER FLOOR PROTECTION 
° 
WITH 
HUNTINGTON LABORATORIES, INC. 
HUNTINGTON, INDIANA > 
TORONTO, CANADA 
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Raising 


In a community, where 
there is a recognized need 
for the construction of .hos- 
pital facilities or those of a 
nurses’ home, the first ques- 
tion to arise is, “How can 
~ve raise the needed funds?” 
The next, “Can we raise an 
amount sufficient to meet the 
needs for the present and 
future with the hearty co- 
operation, good will and 
continuing support of the 
community?” 

Raising funds is a man- 
size job. Itc requires among 
many things thorough re- 
search in the community .. . 
an intelligent understanding 
of the need .. . and a well 
planned approach to the 
solicitation of funds involv- 
ing the full cooperation of 
the public as participants i in 
the entire program. 


To Ward, Wells, Dresh- 
man & Reinhardt, with over 
43 years of experience, have 
come many “needs” and the 
direction of many campaigns 
with objectives fully raised 
ot substantially surpassed. 
Because this firm recognizes 
that “there is more to fund- 
raising than raising funds” 
many hospitals and com- 
munities have found in our 
service a most satisfactory 
answer to their financing 
problems. 


At your request—consultation 
promptly arranged with Hos- 
pital Boards and Administra- 
tors, without cost or obligation. 


& REINHARDT 


BUREAU OF HOSPITAL 
ROCKEFELLER PLATA NEW YORE 20 


Telephone Circle 61560 


CMARTER MEMBER OF THE AMERICAN 


Air-Shieids, Inc. 


WARD WELLS. DRESHMAN| 


Acme Cotton Products, Inc... 


Aloe Company, A. $ 


ADVERTISERS INDEX 


JANUARY 1955 


American Hospital Supply Corp...19, Third Cover 


American Sterilizer Co... 
Ames Company, inc... 


Armstrong Co., Inc., The 


Aseptic-Thermo Indicator Co. . 


Boxter Laboreotories, inc. 
Becton, Dickinson & Company... 
Bishop & Company, J... 
Blickman, tInc., S... 

Bolta Company, The. 


Burrows Company, The 160 
Burton Mfg. Compeny. 155 
Castie Company, Wilmot . 
Chesebrough Mtg. | 
Ciba Pharmaceutical 03 
Classified Advertising _. 167-170 
Coca-Cola Company... 
Colgate-Paimolive Company 
Crane Company _.... 54, 55 
Darnell Corporation, Ltd. 165 
Dovis & Geck, Inc... Facing page !22 
Deknote!l & Son, J. A. 32 
E & J Manufacturing Co. i 
Eicheniaubs .... 163 
Eisele and Company. 
Ethicon, Inc. Facing page 154 
General Foods Att, 121 
Gennett & Sons, inc. 163 
Goodrich The 8. 
Honey & Associates, Chas. A... 137 
Hausted Mfg. Company _ 169 
Hill-Rom Compeny, inc... 161 
Hillyard Chemical Compony. 3s 
Hobert Mig. Compoany, inc... 407 
Hoffmann-LaRoche, Inc. 56 
Hollister Co., Fronklin C.. pege 130 
Huntington Laboratories, Inc 


international Nickel Co., Inc., The 153 
Lakeside Laboratories, inc 13 
Lederle Laboratories 
Lily & Compony, Eli... 2 


Macalaster Bicknell Parenteral Corp... 
Mallinckrodt Chemical Works Facing page 


Marvin-Neitzel Corporation 14 
Massilion Rubber Company... 8 
Massingili Company, The S. E. Second Cover 
Maxwell House Coffee 
McKesson and Robbins, inc... 107 
Mueller and Company, iInc., _..1§2 
Norris Dispensers, Inc... AV 


Ohio Chemical & Surgical Equipment Co... 27 


Onan & Sons, Inc., D. W._. 
Parke, Davis & Company... Fourth Cover 
Parking Corporation of America... 
Pharmacia Laboratories 129 
Physicians & Hospital Supply Co... 1462 
Pioneer Rubber Company... 17 
Polar Ware Company... 
Procter & Gamble 
Ross & Story Products Corporotion»....__.... 169 
Rubber Latex Products, inc. 140 
Simmons Company... Facing page 48 
Skiar Mfg. Company, J... 
Smith and Underwood... ._.. 

& Sons, E. R. 

iv. of Mathieson Chemical — 
Steck Company, The... 
Swartzbaugh Mfg. 1S! 
Uimer Pharmaceutical Company 
U. S. Bronze Sign Company, inc... ae 
U. S. Stonewore... 
Upjohn Company ___. 
Versen Compony, Kurt. ' 
Vestal, Incorporated . 
Visi-Shelf File, Inc... 


Ward, Wells, Dreshman & Reinhordt 


West Disinfecting Company | 40, 41 
Wilmot Castile Compony . 
Wilson Mig. Company 

HOSPITALS 


= 
\ 
ising Funds , Z 
Raising un y) = Abbott Laboratori 21, 28, 29 
aboratories , 28, 
— 
53 
a | 
American Laundry Machinery Co. 10, II 
american Softy Raxor Corp | 
7 
105 
93 
157 
46, 47 
Bard-Parker Company, inc. 34 
Company, The 127 
Baver and Black 108. 109 
Third Cover 
149 
| 
‘ 
| 
| 
| | | | 
166 


JANUARY—1955 


A. Classifications: Classified advertis- 
ing accepted to run under the follow- 
ing headings: 1—Services; 2—In- 
struction; 3—Wanted; 4—For Sale; 
5—Positions Wanted; 6—Positions 
Open; 7—Miscellaneous. 

B. Transient Rate: Twenty cents a 
word; minimum charge $3.50 per 
ins ertion. 

C. Contract Rate: Six-point body 
lines, 13 pica columns, $1.00 per line; 
eight-point display lines $1.20 per 
line. Five per cent discount for six- 
insertion contracts wth no change of 
copy. 


FOR SALE 


rated 
little used, guar- 
anteed $35.00 each F.O.B. Wm. G. Stevens, 
820 No. Shore Dr., Miami Beach 41, Fila. 


Because of death, will sell THE RADIUM 
INSTITUTE OF GREEN BAY complete or 
the following equipment separately—Gen- 
eral aximar Therapy Ma- 
chine used hours, Radium Portable 
Bovie and Office Equipment. Mrs. A. QO. 
Om 211 Minahan Building, Green 
Bay, Wisconsin. 


ORANGES, GRAPEFRUIT, ve fresh, 

guaranteed: RIO OS, PALATKA, 


1939 PICKER X-RAY EQUIPMENT for 
Address Box auper and 200 KV therapy. 
, HOSPITALS. 


WANTED 


Wanted SALESMAN—Midwestern hospital 
equipment manufacturer & jobber of gen- 
eral supplies and s ialties. Opportuni- 
ties unlimited. Territ Indi- 
ana, Ohio, West Vir nnsylvania. 
Replies confidential. Address Box F-74, 
HOSPITALS. 


SERVICES 


THE ABBOTT REFERENCE REGISTRY 
Indiana 


—a 


e for placement. Whether seek- 

yment now or not, establish a 
permanent professional file. 
your reference—have a comple 
date transcript always. “Write 


POSITIONS OPEN 


DIETITIAN for 200 
hospital with School of Be el to 

of student nurses and patient 
g. Located thriving South 
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PILLOW | 


Wo ODWARD 
Prsonned Bureau 


FORMERLY AITNOES 


N. WABASH AVE. 
CHICAGO. | 


®ANN WOODWARD ¢ 


ADMINISTRATORS: (a) Fully apprv'd vol 
125 beds; lge city of impor 
mild climate; 


much sought after localit Lay; Ma- 
ture man w/exper, pref en h 
125 beds; W. (c) fen 2 
beds; teach’g piogram; twn impor 


Pac NW. (id) Lay: gen hosp 100 beds; 
lovely residential town; Iowa. (e) Medi- 
cal; one w/med adm background pref 
w/exper in hosp adm; gen vol hosp 500 
beds affil sev med schils: ge city; (f) Gen 
vol hosp 100 beds finishing construction; E 

(g) Admin ass't; req’s hosp admin degree; 
en hosp 600 beds; med schi affil: 

e city; MW. (h) Medical or Lay; gen 
vol hosp 175 beds: New England. (i) Lay: 
assit med dir in administrative duties: 

e impor hosp w/med sch] affil; to $10,000; 

lif. 4? New gen sg 100 beds: fully 
_—"s ; exec residential twn 12,000; Pac 

(j-a) Ass’'t med dir versed in hosp 
adm or asst lay dir equally well- pe 
in hosp adm; im a en'l hosp 500 
fully apprv’'d; m affil: lige trn'g 
of fine hosps; lige 
city; 


ADMINISTRATIVE-EXECUTIVE POSTS: 
(k) Accountant-Office Mgr; able take chge 
of hosp business ofc; req’s organizational 
ability, sound acctn’g out- 


stand’g Children’ s Bi 
) Bus Mer; exper 

by 25 women; 230 ted 
gen vol hosp plan’g 200 bed expansion: 
college twn 80, : . (m) Comptroller; 
qual in hosp actn’g: well-staffed dept; 
vol gen hosp, 250 noose adding 100 beds: 
univ town {n) Personnel Dir; 
new post; 300 oe * ; town 85,000; 
univ med ent S (o) Purchasing Dir; 
male or female; consider one to age 50: 
exper’d: gen h 240 beds: ige expan- 
sion program; coll twn 80,000; SE. 


r R. 50 bd gen hosp; resort twn; Fla. 
<b) R.N.: pref w/psych exp; sm yeh 
P; , full mtce; univ city: idE. 
(c) Lay or R.N.; 200 bd maternity hos a 

US island dependency. (d) Lay or 
RR 125 bd gen hosp; SW. ( 
70 bds; to $6000; a 


ANESTHETISTS: (a) Gen h 100 bds;: 
JCAH apprv’d; $6000, part mtce; attrac 
resort twn 20,000; S. (b) 4 req'd: active 
surg serv; 200 bd gen hosp; to $7000; twn 
40,000 nr univ med yo MidE. (c) Apprv'd 
100 bd gen hosp $6000: attrac twn:; 
Penna. (d) Gen! 100 oni — 
attrac twn 30,000; Pac a 

100 bd gen $5400; “Apprv'd 


acil; apprv min; 


100 bds; to $4800; 7 = 
attrac twn 50.000: MidE. 
Chief; mils pr day; vol gen 
hosp 250 sal; twn 30,000: E. (e) 
wel u new 130 bd gen 
arell eg attrac twn 25,000; S-cen- 


DIRECTOR OF NURSES: (a) Nurs serv & 
ed; 275 po Bn full faculty rank: very 
ige teach'g hosp: to $8500; lge city: univ 
med ctr; dE. (b) Nurs serv & ed: MA 
we new modern hosp 400 bds: excel 

1 & staff; substantial sal: desirable 
univ city; E. (c) Nurs serv: 300 bd gen 
hosp; about $8000; Calif. (d) Nurs serv & 
ed; ige univ hosp: SE. (e) Nurs serv & 
ed’ ige well known gen hosp: 150 students: 
to $10,000; E. 


EXECUTIVE HOUSEKEEPERS: 
ervise 44 empl; 250 bd apprv'd gen h : 


hosp; univ 
Vol gen hosp 250 ae to $4800; univ city: 


over 40 empl; 300 bd spe- 
city; E. 


FACULTY APPOINTMENTS: (a) Ed dir; 
a, apprv'd 300 bed gen hosp; Calif. (b) 
~~ & dir; 200 students; vol gen hosp 300 

; city 100,000; S. (c) Clin instr. 


70 students; to ; desirable college 
twn; N-central. 


SUPERVISORS: (a) OR; gen hosp 85 bds; 
twn 15,000; SW. (b) OR; fully apprv’d ige 
gen hosp; $4200; resort city; Ry (c) OB; 
pref w/pg in ward admin; t; 

gen hosp; to $5400; univ med ctr; MW. 
(d) OR; 8 rm suite; 26 empl; 300 bd vol 
gen hosp; Calif. 


P sAes SEND FOR AN ANALYSIS FORM 


We offer you our best endeavors—eour 
58 year record of 


effective placement 
STRICTLY CONFIDENTIAL 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago Illinois 


ADMINISTRATORS: (a) Medical; 300-bed 
general hospital; teaching program; uni- 
versity city, Pacific Coast. (b) Voluntary 
general hospital, 275 beds; expansion pro- 
challenging opportunity, New Eng- 
(c) Assistant medical; new 500-bed 
teaching hospital; West. (d) New 250-bed 
hospital to be opened within few months; 
Master's degree, considerable experience 
required; (e) New 100-bed general hos- 
ital; coastal town, Pacific Northwest. (f) 
eneral hospital, 125 beds; Southwest. (g) 
Assistant director in charge of clinics; 
600 bed teachin egree, experi- 
ence required h) Assistant by 
pital; attractive city; young medical or 
a -medical administrator conside 


ADMINISTRATORS :— (Professional Nurs- 
es); (a) New re 50 beds; college 
town, Midwest. (b) Community hospital, 
75 beds; small college town, South. H1-2 


ANESTHETISTS: (a) Chief; 300-bed gen- 
eral hospital; expansion program; univer- 
sity city, Midwest; minimum , com- 
maintenance. (b) Smali generdl 
ospital operated by industrial company; 
two bear surgeons on staff; $5000; Pa-. 
cific Islands. (c) Chief and staff; new 
general hospital currently under con- 
struction; completion next Spring; will 
open with 300 beds; staff now being Se - 
ected; South. H1-3 


1; nada: $6000. (b) 
Chief autiful new a ital, 350 beds, 
affiliated medical school; est; minimum 
$6000. (c) Chief, beautiful new research 
hospital; resort city, South. (d) Chief; 
375 bed teaching hospital, on universit 
campus; medical center, Mid idwest "$6000. 
perquisites. H1-4 


DIRECTORS OF NURSING: (a) Fairly 
large general hospital; 170 students; main- 
ly orientals; interesting cit ty outside US; 
altho tropical country, mild pleasant cli- 
mate. (b) To succeed director retiri 
after | tenure; general hospital, 
beds, affiliated medical school; New Eng- 
land. (c) General 300-bed hospital, op- 
erated —— American auspices, foreign 
country: tent organizer; Master's 
$13.20 (d> General hos- 
600 beds, affiliated medical school: 
opportunity selecting own assistants. 
(e) Voluntary general hospital, 
beds; delightfully located in leading 
city, foreign country. (f) Nursing service: 
one of alifornia’s leading ospitals; 
$6000, perquisites, apartment. (g) Nursing 
service; new tuberculosis hospital, uni- 
town, Midwest; minimum 


EXECUTIVE HOUSEKEEPERS: (a) New 
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MEDICAL BUREAU—(Cont'd) 


300-bed = affiliated medical school: 
staff of residential area, university 
city, East. ins 


EXECUTIVE PERSONNEL: (a) Account- 
ant qualified to take complete charge of 
university roup; (b) Personnel di- 
rector qualified or ganize rogram for 500 
employes and, aiso, itting officer; 
300-bed genera! expansion pro- 
gram; university city, South. 
director, food service; 

pital; university city, Sou 


FACULTY POSTS: (a) Director, four- 
year degree program be nursing being 
established by state university; $6000. (b) 
Assistant director in charge of clinical 
instruction; staff of 5 instructors; large 
gg hospital. 255 students; university 
city, Midw (c) Nursing arts, obstet- 
rics, instructors; university de- 
partment of nursing; Southwest. (d) For- 
eign posts: (e) Educational directors for 
Guatemala, Iran, Iraq, Eritrea, Brazil, 
psychiatric instructor for Brazil, pediatric 
instructors for Brazil, India, nursing arts 
for Jordan, Lebanon. H1-8 


MEDICAL RECORD LIBRARIANS: (a) 
Chief; university hospital: plans com- 
leted for new medica center which will 


nclude 500-bed h ital and medical. 


school. (b) Record librarian and, aiso, 
medical librarian; fairly large general hos- 
ital; resort city, Florida. ‘c) General 
-bed hospital with expansion program, 
preferably one qualified to reorganize de- 
partment; Colorado. H1-9. 


SOCIAL DIRECTOR, Department of nurs- 
ing, new 350-bed hospital affiliated with 
clinic eae by 26 outstanding specialists; 


STAFF AND SURGICAL: (a) Surgical: 


.-Jarge teaching h ital; 200 residents and 


interns; minimum ) Staff; new hos- 

pital, recently university 
roup; continuing studies; 
est. Hl- 


SUPERVISORS: (a) Operating room; 400- 
bed hospital; busy department, often 25- 
30 operations day: ere town near 
New York. City. (b) ical-surgical; 
important hospital; San "iiccenhoee area. 
(c) Obstetrical; new 300-bed hospital: 
college town, near New York City. (d) 
Pediatric, large teaching hospital: uni- 
versity medical center, Midwest: - 
{e) Evening university hospital 
operated under American auspices: Near 
t. (f) rating room; voluntary gen- 
—_ hospita , 275 beds; resort city, Florida. 


NURSE ANESTHETISTS for 150-bed gen- 
eral hospital; four nurses, full time M_D.., 
all agents and techniques: one month's 
vacation: two and one-half hours from 
Boston and New York. Write G. J. Carroll, 
M.D. Chief of Anesthesia Department, 
William W. Backus Hospital, Norwich. 
Connecticut. 


INSTRUCTOR—For surgical 

in 200-student school, affiliated 
with University; 400-bed, fully ap- 
proved, non-profit hospital. Desire person 
with BS. — plus q ing experi- 
ence; will consider nurse without degree 
who can aw ou 
ae. Work with select, enthusiastic, 
stable student body. Salary open. 40-hour 


sick benefits. Position 
ply Director of Nursing, Meth- 
ode ist Hospital, Des Moines 


DIRECTOR OF NURSING SERVICE, 100- 
bed hospital. No training school. Must be 
security: salary open = — 
security; open. p Executive 
Delaware. 


DIETITIAN: Administrative duties in the 
Nation’s First Hospital, 433 beds, metro- 
politan medical teaching center. Qualifi- 
cations: ADA extensive administrative 
experience. Salary range $330 up. Two 
meals. Write directly to Director of Em- 


‘ployee Relations, The Pennsylvania Hos- 


ad 8th and Spruce Streets, Philadelphia 


HOSPITAL FACILITIES CONSULTANT— 
Responsible for Hill-Burton and Terri- 
torial construction pregrems, cooperation 
with Alaska Public orks construction 
program, and hospital licensing program. 
College graduation plus four years of 
rogressively responsible government>! or 
usiness experience, of which two years 
will. have been in an administrative or 
consultative capacity related to public 
health or hospital administration. Salary 
open. Write C. Earl Albrecht, M.D., Alaska 
Department of Health, Juneau, Alaska. 


Male or female: X-RAY THERAPY TECH- 
NICIAN. Ideal position in specialized hos- 
= Liberal personnel policies in a a 

town of 30,000 Sala 
contingent on experience: $276.00 to $352. 
monthiy. State experience and date of 
availability. Write Business Manager Ellis 
Fischel, State Cancer Hospital, Columbia, 
Missouri. 


2 NURSE ANESTHETISTS to fill aggro 
which will be created very shortly. 

salar good working conditions. Apply 
Chief, Anesthesia Department, The Mer- 
cer Hospital, Trenton, N. J. 


Well qualified DIRECTOR OF NURSES 
for 425 bed general hospital with school 
of nursing _ midwestern town of 200,000. 
mnel policies: Salary open - 

x F-58, HOSPITALS. 


Do you need an ADMINISTRATOR? Con- 
tact International We Wieden. 
Room 209, 29 Park W 


NURSES—registered for rating room 
and floor ooster 
Community Hospital, Ohio 


EDUCATIONAL DIRECTOR-—200 student 
school, affiliated with Drake University: 
400 bed. fully approved. non-profit hospi- 
tal; bed pediatric desire 
age in nursing educa- 
on: will with successful ex- 
perience; work with select, enthusiastic, 
stable student body with predominantly 
rural beckgrouncis: sala n; 4 og 
= week: 22 working days; vacation, 
= benefits: ition available 


ASSISTANT to DIRECTOR of one of 

country’s oldest and most outstanding 

oe hospitals. General, 500 beds. 

Large city seat of poe Ba, important educa- 

onan institutions. Masters hos- 
ital administration Address 
x F-73, HOSPITA 


BUSINESS MANAGER, male, for private 
oral surgery out-patient clinic; 17 re- 
covery rooms; total personnel (5 doctors): 
experienced, under 40; management of 
personnel, accounting, credit and collec- 
tions, purchasing, building maintenance, 
about July 1955, Long Beach, California. 
Salary approximately $7,000.00. Two weeks 
vacation. Send full information first let- 


_ ter. Education, hoto, 


ences, religion, na tus 
and when available. — ress Box F-75, 
HOSPITALS. 


DIRECTOR OF SCHOOL OF NURSING 
AND NURSING SERVICE—100 bed hos- 
pital: Must be » ualified by rep ration 

ee requir main- 
hour week. salary 
open pend — of professional back- 
hg . Position available now. Address 

F-66, HOSPITALS. 


DIETITIAN—Therapeutic assistant. Pref- 
erably A.D.A. 5300 bed general hospital: 
approved; school of nursing. Excelient 
working conditions. Minimum salary $27 
Betty J. 
Chief Dietitian, St. Vincent's Hospital, 
Toledo 8, Ohio. 


DIRECTOR OF NURSES—well qualified 
for new 120 bed Tuberculosis hospital: 
affiliated with university schools of nurs- 
ing and medicine; pleasant a 
surroundings, Southeast; salary depend 


on experience, um peri- 
odic merit raises. Address 
PTTALS. 


with 
F-78, HOS- 


SUPERVISORY CHEF—Sound background 
in hospital food production: standardized 
recipes; portion control. Must have teach- 
ing abilities. Position involves travel and 
osp ens. Starting ry 

mses. Send resume to Box F-79. 


FOOD SERVICE SUPERVISOR—Must be 
active member of A.D.A. At least five 
years well-rounded hospital experience. 
Responsible supervisory 


M 
eling—Mid-Atlantic states. Starting 
plus expenses. Add 
HOSPITALS. 


REGISTERED MEDICAL RECORD LI- 
BRARIAN—100- bed hospital 


partm 
eeded: Supervisory ability, including 
smooth organization of flow of paper 
work and to departmental 
work loads ble tants. a a Per- 
sonnel Department, .Meth 
pital, Des Moines, Iowa. 


“UNUSUAL OPPORTUNITY IN 
CALIFORNIA FOR 
HOSPITAL ADMINISTRATOR" 
WANTED: et for substantial 
accredited hospital. Good background re- 


uired. All ap ieasieaee confidential. Ad- 
ress: Box F-71, HOSPITALS. 


INTERSTATE 
MEDICAL PERSONNEL BUREAU 


333 Bulkley Building, Cleveland, Ohio | 
Miss Elsie Dey, Director 


ADMINISTRATIVE ASSISTANT: 240 bed 
hospital, residential suburb, industrial c 20 
east. (b) 165 bed hospital, Ohio. (c) 
bed hospital, central state 000. 
Purchasi Agent, 250 bed New York oe 
pital (e) ce Managers. Ohio. 


BUSINESS MANAGER: 225 bed hospital, 
Michigan. (b) 150 bed Ohio hospital. (c) 
125 bed western hospital. (d) 140 bed 
Pennsylvania hospital. 


lahoma. (b) 155 

(ad) 40 bed Missouri hospital. (e) R.N. 
Small Iowa hospital. 


DIRECTORS OF NURSING. To $6,000 
maintenance. (b) Directors, Schools of 
Nursing. (c) Science, Nursing Arts In- 
structors. To $5,000. 


TECHNICIANS, Laboratory, X-ray, Physi- 


otherapy, Occupational erapy: Anaes- 
thetists, Pharmacists. 


Massachusetts hospital. (b) 

Jersey hospital. (c) 165 bed Ohio seer 
(d) 300 bed western 
hospital, near Washington. 


MARY A. JOHNSON ASSOCIATES 
AGENCY 
tt West 42 Street New York 36, N.Y. 
Mary A. Johnson, Ph.D., Director 
FINE SCREENING BRINGS BEST RESULTS 


creden 
dividual situations, and only those who 
qualify are reco d 


mmen Our proven 
shields both employer and “appli. 
interviews. We do 


cant from needless 
advertise specific available 


it is our policy to make 
select the best date ed e 
and the best job for the candidates. “oe 


er to keep our listings strictly con- 
dential. 
We do have many interesting openings 
for Administrators, Physicians, 
tists, Directors of Nurses, Dietitians. Medi. Medi- 
cal Technicians, Therapists and other 


o registration fee 


ZINSER PERSONNEL SERVICE 
79 W. Monroe Street 
Chicago 3, Illinois 


NURSES, TECHNICIANS. DIETITIANS. 


PHYSICIANS. 
ENTS and INSTRUCTORS—We can help 
positions. 


you secure 


HOSPITALS 


ee emphasis on administrative talents and 
f trav- 
salary 
F-80, 
LS profit, teaching. Must have demonstrated 
q 
d 
Our careful study of positions and appli- 
cants produces maximum in se- 
lection. Candidates know tha their 
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—— > THIS IS THE WAY 


YOU CAN WASH 
YOUR WALLS 
FOR ONLY /3¢ 


R&S Wall Washer 


One inexperienced operator can clean up to 
4,000 sq. f. of all types of wall and ceiling 


NO SPLASHING 


. and do 
yan of hospitals have experienced this NOW 
SILENT- 
LY on built-in low air esses clean . PROOF 
_ Chemical and rinse water can reach your walls. OF 
Uses only a few cents worth of chemical per BIG 
day. Weighs less than 20 Ibs. Write for — ‘SAVINGS 
| FREE TEST! IN 
ON YOUR 
WALLS LEADING 
No Obligation! 


FUND RAISING 


laques & nameplates in 
bronze, aluminum or plas- 
tic have been proved the 
ideal, dignified and most 
effective way to raise 
funds for hospitals. 


ROOM FURN! 


oll sizes. recognition. 

A FEW OF OUR MANY HOSPITAL ACCOUNTS* 
*Baton H *Kings Daughters Hospital 
Cerebral Palsy Sina Hospital 

County n Kettering 
HEADQUARTERS" 
UNITED STATES BRONZE SIGN CO.., INC. 

$70 Broedway Dept. H New York 12, M. Y. 


j 


The lightweight drop 
quickly ond easily revecting olf 
comporitment. 


negotives in the « 


Write for Complete Details of this New Negative Filing System! 


VISI- 


TWICE AS MANY 
NEGATIVES IN 


THE SAME SPACE 


FILING SYSTEM 
for 


X-RAY 
NEGATIVES 


Files x-ray negatives— 
..in the space 

.. in % the time 
...at the expense! 


or opens 


SHELF FILE INC. 


105 READE STREET e NEW YORK 13. N. Y. 


of attendants. 


THE 


WHEEL STRETCHERS 


These efficient and time-saving units are ideal for use in 
Receiving, Emergency, OB, Recovery Room or for simple 
transfer of patients. They eliminate the need for additional 
costly equipment—save transfers and mcke it possible to 
provide the finest of care for patients with a minimum 


Write for full information 


HAUSTED 


MANUFACTURING CO. 
MEDINA + OHIO 


JANUARY 1955, VOL. 29 
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| 
| 
Guide Pull 
CORPORATION 
705 DEWITT STREET + SYRACUSE, NEW YORK 
| 
Litt 
eLasy 
‘Convertable 
‘ Solid cost bronze or aiuminum tobiet. B ledai 
Raised letters in bold relief contrasting y acknowledging contri- 
vith tipped oxidimd ‘background. butions in this permanent 
monner you encourage 
future donors. Why not 
write us now for illustra- 
tions and prices. You'll 
— — — be pleased by this eco- 
Style P nomicel and attractive 
| way to give permanent 


POSITIONS OPEN 


SHAY MEDICAL AGENCY 
55 East Washington Street 
Chicago 2, Ill. 
Blanche L. Shay, Director 


EXECUTIVE PERSONNEL: (a) Executive 
Director. 245 bed hospital in eastern city. 
Master's in hospital administration 
uired. $10,000 plus living quarters 
utilities. (b) Food Service Manager. 310 
bed hospital. Require good training in nu- 
trition also some hotei or restaurant food 
service $6000. (c) Comptroller. 


Middle West. bed hospittsl. Good ac- 
counting backgro $10,000. Busi- 
ness Manager st. Weil established group 


of specialists. 85 employees. This grou 
is ex ding offers an exce!l- 
lent future. $7000-$10,000 to start 


NURSING ARTS INSTRUCTOR: South- 
west. Require someone qualified to set up 
in-service educational program for nurs- 
ing service department. B.S. degree. $4800. 


MEDICAL TECHNOLOGIST: California. 
100 bed hospital. Will have complete re- 
sponsibilit for laboratory. Located in 
town of about 5000 close to large cities. 
$500 a month to start. 


PHYSICAL THERAPIST: Southwest. Re- 
registered and tense in han- 
ling polio patients. bed hospital, 
proved. Department is well 
lpped with all facilities. $500 


ADMINISTRATOR—male, 43, M.S. equiva- 
lent in bacteriology and 15 years experi- 
ence in supervisory and purchasing ca- 
pacity in laboratory and x-ray department 
desires to relocate as Administrator or 
superintendent of small hospital. Address 
Box F-81, HOSPITALS. 


CHIEF DIETITIAN, A.DA. member. 
experience, desires change. 

efers ge community in Central New 
vou State or Southern Florida. Good 
Address Box F-76, HOSPI- 


REGISTERED TECHNICIAN for 245 bed 

rain, Ohio. pa- 


QUALIFIED NURSES 
POR QUALIFIED POSITIONS 

Placement by the American Nurses’ Asso- 
ciation Professional Counsel & Place- 
ment Service offers you detailed references 
on qualified nurses, and results in de- 
creased staff turnover and improved pa- 
tient care. 

Coneult vour State Nurses Association Of- 
fice or the ANA PC&PS Office in Chicago. 


37 South Wabash Avenue 
Chicago 3, Illinois 
(Tel. STate 2-8883) 


HOSPITAL PERSONNEL BUREAU 
Charles J. Cotter, Director 
Professional Arts Bidg. 
Hagerstown, Maryland 
(Licensed Employment Agent) 

Many positions available in most locations 
for Administrators; Anesthetists; all Tech- 
nicians and all ursing tions; Li- 
brarians; Dietitians; Housekeepers: 

ical Secretaries: Pharmacists: Patholo 
Physicians: Radiologists: office posi — 
Send resume, 10 snapshots, date available. 


POSITIONS WANTED 


PSYCHOLOGIST with extensive admin- 
istrative ene desires administrative 
position with progressive institution. Has 
unique background of 20 years training 
and experience o psychology and admin- 
istration in public schools, child care in- 
stitutions and hospitals. B.S. and M. Ed. 
degrees. Presently engaged in writing dis- 
sertation for Ed.D. Soares. Address Box 
F-67, HOSPITALS. 


BIOCHEMIST, BS, 1 year postgraduate, 5 
years basic research, 4 years supervision, 
interested in medical or clinical research. 
West location. Address Box F-77, HOS- 
PITALS. 


PATHOLOGIST: Certified clinical and 


anatomic pathology. 38. Category IV. 
Associate Professor. 

teaching, research, ublica- 
tions. re hospital appointment, prefer 
academic and research Possibilitic 
dress Box F-69, HOSPITALS. 


ADMINISTRATOR or ow Chief 
hospital pharmacist, age 40, B.S. in Phar- 
macy, experience in hospital and business 
procedures seeks position in 3 roved in- 
stitution. Address Box F-84, SPITALS. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago ! 1, Illinois 


ANESTHESIOLOGIST: Diplomate: since 
1948, associate anesthesio 900-bed 
teaching hospital. 


ADMINISTRATOR: ‘Medical Har- 
vard: three years’ teaching medicine) : 
two years, assistant director, PE ee hos- 
pital, fourteen years, administrator, vol- 
untary general hospital, 400 beds: recom- 
mended as having made outstanding con- 
tributions, not only his own hospital 
but to the hospital field. 


ADMINISTRATOR: B.S. (Nursing Educa- 
tion); M.P.H. (Hospital Administration) : 
three years, director of nursing, 200-bed 
hespital: before spcializine: four vears, 
administrator, small general hospital. 


ADMINISTRATOR; M.H.A. (Hospital Ad- 
ministration): four years, assistant ad- 
ministrator, 400-bed hospital; available 
and qualified for position of increased re- 
and authority. 


PIRECTOR OF NURSING: M.A., Maior: 
Administration; four years’ teaching: five 
—. director of nursing, 250-bed hospi- 


PATHOLOGIST, Diplomate; three 

assistant professor of pathology, 
school and associate director, teaching 
1948, director, pathology, 


RADIOLOGIST: M.D., Harvard; intern- 
ship and three years’ training. radiology, 
university hospital: trained in radioactive 
isoto ; Diplomate, American Board (Di- 
agnosis, Therapy): in thirties. 


X-RAY TECHNICIAN: trained under well 
known radiologist; seven years, chief tech- 
nician, 285 bed hospital. 


=. vol hosp, 200 beds; seeks 


Woopwarp 
Bureau 


FORMERLY ATNOES 
3rd floc N.WABASH AVE. 
CHICAGO e 


ADMINISTRATOR: Reg’d Nurse, (Male) 
M.S., hosp adm; 3 yrs, dir, lood 
Bellevue; 5 yrs, adm & supply officer, us 
Army; 1 yr adm resident, 5 yrs ass't ‘supt 
m, small 
or ass't 300 beds up; req's warm, dry 
Member, ACHA. 


ADMINISTRATOR: Medical; M.S., hosp 
—— 6 yrs, adm, univ hosp; Member, 


ANESTHESIOLOGIST: Diplomate; FACA:; 
trn’d univ hosp; pats 6 yrs, Chief, anes. 
700 bed hosp; seeks warm climate account 
family’s health; middle 40's. 


PATHOLOGIST: Dipl, 
4-F (diabetic) 2 yrs, on 
schl & chiar’ lab serv- 


RADIOLOGIST: 32; certified, both branch- 
es; trn'd teach’ osp: completing 2 yrs as 
chief, rad, 350 g he reign army hosp, 350 
a immed avail; prefers East, orth- 
east. 


RADIOLOGIST: Dipl, (therapy & diag- 
nosis); trn’d univ hosp; 3 yrs priv pract, 
rad, during which time was chief, rad, 
several medium size hosps; seeks south, 


- pref Texas, La, Tenn; early 40's. 


RADIOLOGIST: 33: Dipl. & diag- 
nosis); trn’d uni v hosp; Past 2 years, ass't 
rad, impor grp-clinic; pref bea appt as 

t uthw consider 


Northeast or Northwest. tees avail. 


FOR AN ANALYSIS FORM 
so W INDIVIDUAL 


VEY FO ou 
We our best endeavors—our 
58 oe of 


year 
ive placement achievement 
STRICTLY CONFIDENTIAL 


INTERSTATE 
MEDICAL PERSONNEL BUREAU 
333 Bulkley Building, Cleveland, Ohic 
Miss Elsie Dey, Director 


EXECUTIVE HOUSEKEEPER: B.A. De- 
gree. 3 years Unit Housekeeper, 500 bed 
eastern hospital. 3 years Executive House- 
keeper, 200 bed hospital. 


PURCHASING AGENT: B.A. Degree, 1 | 
8 years experience, in two outstanding 
hospitals. Available. 


ADMINISTRATOR: Male R.N. 3 ears 
college. Associa 2 years with Health 
Insurance Group. 3 years Administrator 
small western hospital. 


COMPTROLLER: Graduate school of com- 
merce. 8 years Comptroller, 300-500 bed 
eastern hospital. 2 years Business Manager, 
150 bed southern hospital. 


ADMINISTRATOR: BS. De 
sity of Cincinnati. 10 years ——- 
finance company. 5 years ‘Aduninien 


pa 
director, Ohio hospital. 


ministrator, 65 Ohio 
financier. 


, Univer- 


Classified Advertising can do a job for you, too! 


Classified advertising keeps many businesses in opera- 
tion. It’s the lowest cost method of advertising avail- 
able. It can serve your hospital too. 

Here is the audience for your advertisement . . . 
HOSPITALS subscribers include more than 8,500 
hospitals and administrators, 1,200 department heads, 


600 governing board members and 1,200 public 
health organizations, physicians and nurses in addi- 


tion to approximately 3,000 others. 


Need help? Want to change positions? Have old 
equipment for sale? Offering a course of instruction? 
Then it will pay you to use the classifieds. 


170 HOSPITALS 


*permits 
supplemental 
medication 


flash! 


—the right set for every 
parenteral requirement 


—are efficient and easy to use . . . are steam-sterilized, non-toxic, and non-pyrogenic. 
They are an integral part of a complete program pioneered and developed 
_by BAXTER LABORATORIES, INC.—a program that offers physicians and hospitals 
the exact solution and specific equipment for any parenteral requirement. 
No other program is used by so many hospitals. 


for sample set, and complete intormation on 
Piexitron Expendabie Sets, write— 


expendable sets 


products of 


BAXTER LABORATORIES, INC. 


Morton Grove, Illinois *« Cleveland, Mississippi 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES + EVANSTON, ILLINOIS 


PLEXTTRUN 
new 
A J ‘elease it... 
| Z 
| 


for the 
epileptic... 
greater 


-independence 


Modern diagnostic methods and effective anticonvulsants now help the 
patient with epilepsy enjoy greater freedom from seizures. And with 


a more understanding society, greater independence is assured. 


DI LANTIN” SODIUM (diphenylhydantoin sodium, Parke-Davis) 


an established anticonvulsant of choice, alone or in. 
combination, for control of grand mal and psychomotor seizures -- 
without the handicap of somnolence. 

DILANTIN Sodium is supplied in a variety of forms -- inchetins Kapseals® 


of 0.035 Gm. (% gr.) and 0.1 Gm. (1% gr.) in bottles of 100 and 1,000. 


DETROIT, MICHIGAN ny 
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